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ABSTRACT 
 Hands-on clinical education is utilized in athletic training to practice didactic 
information learned by the athletic training students, and the clinical environment is critical 
to the success of the athletic training student as they enter profession practice after graduation 
and passing the National Athletic Trainers Association Board of Certification examination.  
The skills, behaviors, and attitudes of the clinical preceptors, along with the physical 
presence and cooperation of and communication with the program directors, can positively 
enhance the learning environment of the athletic training students. 
 The purpose of this study was to investigate the physical presence, communication, 
and cooperation between athletic training program directors and clinical preceptors.  A 
survey instrument, submitted to 11 institutions that currently offer an undergraduate degree 
in athletic training within the Big 12 conference and the three Regent institutions within the 
state of Iowa, was utilized for the study.  A survey was e-mailed to athletic training program 
directors at the identified institutions to be forwarded to the institution’s clinical preceptors.  
The survey was sent via Qualtrics to an estimated 100 clinical preceptors, and 29 responses 
were used in the analysis, representing a 29% rate of return.  Significant results were found 
for the physical presence, communication, and cooperation between the program director and 
clinical preceptors who held a formal teaching role within the athletic training program as 
well as clinical preceptors who supervised a higher number athletic training students in the 
clinical setting.   
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CHAPTER 1. INTRODUCTION 
Athletic trainers are health care professionals who collaborate with physicians to 
optimize activity and participation of clients and patients.  Athletic training encompasses the 
prevention, diagnosis, and intervention of emergency, acute, and chronic medical conditions 
involving impairment, functional limitations, and disabilities.  An athletic trainer’s 
professional preparation is based on the development of the current knowledge, skills, and 
abilities identified in the educational competencies.  The eight content areas of these 
competencies include: evidence-based practice, prevention and health promotion, clinical 
examination and diagnosis, acute care of injury and illness, therapeutic interventions, 
psychosocial strategies and referral, health care administration, and professional development 
and responsibility (CAATE, 2015).  
In the past decade, the role of the athletic training clinical preceptor in the education 
of athletic training students has been elevated in both the time required and the job demands 
and expectations.  All aspects of athletic training education, including the clinical 
components, are coordinated by the athletic training program director.  The program 
director’s role in the program and, more specifically, his or her role in the clinical component 
of the athletic training program may impact the workplace satisfaction of the clinical 
preceptor and the clinical preceptor’s perception of the program director.  The 
communication, cooperation, and physical presence of the program director may play a role 
in the overall satisfaction of the preceptors and in their role in the program.  This quantitative 
study investigated a situation that is becoming more of an issue as resources diminish and 
workplace expectations increase.  The clinical preceptors are often asked to assist with the 
clinical education of the athletic training students with no relief in their role as the health 
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caregiver for the athletic teams to which they are assigned or without any increase in 
compensation.  These duties often are just expected as part of their role and may become an 
added burden and stress to their job responsibilities. 
Athletic training is an inherently stressful occupation.  Allied health care professions 
in general are characteristically very giving occupations that place emphasis on the 
patient/athlete and not on the person providing the care.  Attrition, burnout, work overload 
are a concern facing these professionals as athletic trainers tend to lose the compassion and 
excitement that they may have had initially and that drew them to the athletic training 
profession.  Athletic training issues can include such items as an inadequate travel budget, 
handling defeat, noncompliant athletes/patients, chronic/overuse injuries, unprofessional and 
demanding coaches, lack of administrative support, lack of balance in their personal life, and 
personality conflicts with the individuals with whom they work on a daily basis.  In addition, 
when athletes cannot play or perform, the athletic trainer often becomes the scapegoat and 
the recipient of negative recognition.   
 Job stress for athletic trainers may tend to occur in a cyclic manner.  For athletic 
trainers in a collegiate setting, the weeks during which there is an overlap of the end of one 
season and the beginning of the next can be very hectic and stressful.  Days and weekends off 
are rare.  The ability to call in sick may also be compromised when the athletic trainer does 
not have someone available to cover a practice or game.  Other sources of job stress for 
athletic trainers include difficult workloads due to multiple job demands including health 
care of the athletes, teaching, administrative tasks, and supervision of athletic training 
students; long work hours; limited personnel and financial resources to provide care; and the 
emotional demands of patients/ athletes and other individuals such as coaches and family 
members.  Job stress and burnout can be exacerbated if athletic trainers do not feel 
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appreciated or do not believe that their job efforts are recognized, appreciated, and 
appropriately rewarded.  Not having autonomy in their job tasks can lead to frustration, 
anxiety, and even confidence problems.  If an athletic trainer serves as a clinical preceptor as 
one of his or her job responsibilities and is not compensated for this role, this may also add to 
work frustration and an overall less-than-positive attitude. 
 Someone choosing a career in athletic training tends to love sports, have an interest in 
health care for those who are physically active, and have the desire to help people.  Most 
athletic trainers can relate back to a personal experience with their athletic trainer in high 
school who helped them overcome an injury or personal obstacle as a reason for wanting to 
pursue this profession.  Some may point to not only a love of sports but also the love of 
competition or the experience of being a part of a team.  There are expectations when one 
chooses this profession.  Those in athletic training jobs admit that it would be easier to find 
another allied health care profession that gives them evenings and weekends off.  However, 
there is a certain draw to the profession of athletic training.  It is not a profession for an 
unmotivated individual or one who is not internally driven.   
There is always a degree of self-reflection that tends to influence an individual’s 
tolerance of various job-factor inadequacies.  These inadequacies are reviewed in 
undergraduate athletic training education programs whenever expectations and job 
responsibilities are discussed with athletic training students.  Athletic trainers must value 
helping others, the atmosphere of athletics, and all that comes with it.  As such, they may be 
willing to put up with more abuse related to workload and lack of appreciation than the 
average person would be (McChesney & Peterson, 2005).  Outsiders looking in at the 
profession of athletic training would probably notice the passion most athletic trainers have 
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for their job.  This passion can sometimes help athletic trainers put up with the “little things” 
that can cause job dissatisfaction. 
 Feeling a lack of control in one’s job can cause job dissatisfaction and lead to burnout 
or feelings of disengagement.  As discussed previously, the athletic training program director 
can play a role in the job satisfaction of clinical preceptors who assist in the education of 
athletic training students.  If the athletic training program director gives clinical preceptors 
autonomy in the supervision of athletic training students and in the tedious task of practicing, 
mastering, and documentation of clinical proficiencies, the preceptors may feel more 
invested in the education program.  If the program director communicates effectively with 
preceptors and gives them a sense of control in the situation, the preceptors may feel more 
job satisfaction.  If the program director is cooperative and involves the preceptors in the 
process and with decisions, the preceptors may feel that the overall athletic training program 
is more successful and that they are a part of that success.  Athletic training is a health care 
profession that does come with a lot of “thank you’s” and obvious appreciation for one’s 
efforts, so when athletic training professionals receive positive reinforcement for their 
efforts, it makes the role in which they serve more meaningful.  If clinical preceptors see the 
program director as demonstrating a physical presence in the clinical setting, they may 
perceive the program director as taking an interest in the clinical experience of the athletic 
training students and they, in turn, may feel more engaged in the educational process.   
 The expectation is that the more communication, cooperation, and physical presence 
that exists between the clinical preceptors and the athletic training program directors, the 
more satisfied both parties are and the better their perception about overall success of the 
program.  If the perceived communication, cooperation, and physical presence between the 
clinical preceptors and the program director are not effective, it can weaken the education of 
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the athletic training student and increase the tension between clinical preceptors and program 
administrators.  Perceived collaboration among all parties can create a comradery by which 
all are united in creating the best possible educational experience for the athletic training 
students.  Adding to this dimension is the increased educational requirements and time-
consuming documentation of clinical activities of the athletic training students enrolled in the 
undergraduate athletic training education program.  The role of the athletic training program 
director in the clinical setting may contribute to the workplace satisfaction of the athletic 
training clinical preceptors.  Clinical preceptors also appreciate the assistance received by 
athletic training students in the clinical setting.  They benefit directly from knowledgeable 
athletic training students who want to learn and take advantage of all opportunities provided 
while a student. 
Statement of the Problem 
Research has shown that, as the undergraduate education of athletic training students 
has evolved over the past several decades, the need for effective clinical instruction has also 
increased and has been deemed vital to the professional preparation of students.  Due to 
accreditation standards and guidelines, athletic training programs have increased the 
expectations of all clinical preceptors.  The required number of clinical proficiencies has 
increased, and there is intensive work involved in the clinical skills that need to be learned, 
practiced, mastered, and documented.  There has been documentation of the increase in the 
demands placed on preceptors, who are expected to provide quality clinical supervision and 
experiences, with or without extra compensation for such efforts.  The athletic training 
program directors are given autonomy to develop and guide their individual athletic training 
programs but are often limited in their opportunity for clinical involvement because of other 
job responsibilities.  Together, the athletic training program directors, clinical coordinators, 
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and the clinical preceptors must provide quality, variety, and a rewarding clinical experience 
for all athletic training students.   
Most clinical preceptors serve as full-time athletic trainers at collegiate institutions, 
where athletics is very demanding, time consuming, and a year-round endeavor.  
Contributing to these work-related issues are limits to family/personal time, leading to stress, 
as well as burnout and work overload.  The program administrators (program directors and 
clinical coordinators) must ensure that clinical preceptors are providing a worthwhile clinical 
learning experience for the athletic training students, but they also must ensure that they 
communicate, collaborate, and cooperate with the clinical preceptors.  The overall 
effectiveness of the athletic training program is measured by a successful combination of 
didactic coursework and clinical opportunities.  Program directors have to ensure that the 
entry-level subject matter is being instructed in courses and that athletic training students are 
obtaining the required minimum of 2 years of diverse clinical education experiences.  
Athletic training students need to be instructed and evaluated by certified athletic trainers, 
physical therapists, physician assistants, physicians, and other health care professionals in a 
variety of settings.  These settings include: colleges/universities, industrial settings, 
secondary schools, hospitals, professional and Olympic sports, clinics, and other settings that 
might employ an athletic trainer.  However, the vast majority of the clinical experiences are 
completed on campus and within the university/college setting with clinical preceptors 
employed by the institution.  
The clinical preceptors must be equipped with the latest knowledge, supplies, 
equipment, and information needed to be effective clinical preceptors and educators.  The 
program administrators must not simply assign students to clinical preceptors and 
automatically assume that the preceptors have all these needed components with which 
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provide a quality educational experience.  Clinical learning has been reported as highly 
influential for athletic training students as they go through their educational preparation.  
Positive clinical education experiences have been linked to enhancing athletic training 
student retention, socialization, and professional commitment (Dodge, Mazerolle, & 
Bowman, 2014).  It is imperative that didactic and clinical components work together so that 
all the parties involved effectively understand and respect each other’s needs and 
responsibilities, understand how to make the clinical setting more conducive to learning for 
the students, and understand how to create the most effective prepared athletic training 
student ready to challenge the Board of Certification (BOC) and enter the profession.  
Purpose of the Study 
 The purpose of this inquiry was to investigate how clinical preceptors (specifically 
full-time certified athletic trainer preceptors) in athletic training programs view the athletic 
training program directors in how they communicate, cooperate, and demonstrate a physical 
presence in the clinical setting.  This study involved 11 different athletic training programs, 
selected due to their affiliation with the Big 12 Conference or their status as an Iowa Board 
of Regents institution, all of which offered an athletic training program.  Two of the 
institutions were private, and the remaining nine were public, all offering 4-year athletic 
training degrees at the bachelor degree level. 
Research Question 
The research question that guided the study was: What is the perception of the clinical 
preceptors regarding communication, cooperation, and physical presence between the 
program directors and the clinical preceptors? 
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Theoretical Framework 
 Athletic training education has evolved over the past several decades and has 
increased its emphasis on the importance of the clinical component of an athletic training 
student’s professional preparation.  This increased emphasis has dramatically altered the 
involvement and commitment of the preceptors.  Preceptors have job descriptions that may 
involve numerous duties, and the expectations within various employment settings have been 
constantly increasing.  There have been numerous research studies on the clinical experience 
of the athletic training student (Berry, Miller, & Berry, 2004), the collaboration between 
preceptors and classroom instructors (Carr & Drummond, 2002), athletic training student 
perceptions of preceptors behaviors (Curtis, Helion, & Domsohn, 1998), and preceptors’ and 
athletic training students’ perceptions of helpful preceptors (Laurent & Weidner, 2001).  
However, no current research was found on the impact of the athletic training perceived 
physical presence, communication, and cooperation between program directors and clinical 
preceptors.  There also was a need to investigate the role of the program director in the 
clinical setting and if it impacts the clinical preceptors’ employment attitudes, possible 
feelings of burnout, and workplace satisfaction.  This will be discussed in more detail the 
conclusion of this dissertation as an area for future research. 
 The athletic training profession is inherently stressful.  The occupation is full of a 
wide variety of stressors, such as demanding coaches, greater numbers of athletes for which 
to provide care, greater numbers of hours required to care for the athletes, demanding and 
emotional patients (or athletes), time pressures, increases in nontraditional activities (e.g., 
off-season workouts for athletes), work overload, and balance with personal life and family.  
Moreover, athletic trainers are confronted with increasing job demands due to the 
introduction of sophisticated technologies, budget cuts, downsized staffs, and changes in 
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personnel (e.g., coaches, supervisors, and administrators).  The role of the athletic trainer as 
an educator, especially in the college or university setting, has become more challenging in 
the past decade with the increased expectation of clinical supervision of athletic training 
students.  To prevent or reduce burnout, it was important to assess and monitor the 
workplace, investigate problems, and propose possible interventions.  Thus, the central focus 
of this study was to investigate the athletic training clinical preceptor’s perceptions of the 
physical presence, cooperation, and communication between them and their program 
directors and how it affects their job and role in the education of athletic training students in 
both the didactic and clinical settings.  
Significance of Study 
Athletic training students need clinical experiences that provide them with 
appropriate, supervised, and diverse educational opportunities to enhance their knowledge 
gained from the didactic component of their education.  The athletic training student utilizes 
a combination of two opportunities while a student: didactic education and clinical 
experiences.  Both of these help to adequately prepare the athletic training students for the 
National Athletic Trainers’ Association (NATA) BOC examination and for a career as an 
athletic trainer.  The BOC examination is a rigorous three-part test administered by the BOC 
and taken at the conclusion of athletic training students’ education at a date closest to their 
graduation.  Students who successfully complete the examination and pass all three parts are 
given the Athletic Trainer Certified credential, which ensures the public that they have 
minimum entry-level qualifications.  
 Professional training education uses a competency-based approach in both the 
classroom and clinical settings.  Using a medical-based education model, athletic training 
students are educated to provide comprehensive patient care in five domains of clinical 
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practice: prevention, clinical evaluation and diagnosis, immediate and emergency care, 
treatment and rehabilitation, and organization and professional health and well-being.  The 
educational requirements for the athletic training education programs accredited by the 
Commission on Accreditation of Athletic Training Education (CAATE) include acquisition 
of knowledge, skills, and clinical abilities along with a broad scope of foundational behaviors 
of professional practice.  Students complete an extensive clinical learning requirement that is 
embodied in the clinical integration proficiencies (professional, practice-oriented outcomes) 
as identified in the athletic training education competencies each athletic training program 
must adhere to while maintaining CAATE accreditation (CAATE, 2015).  Students must 
receive formal instruction in the following specific subject matter areas identified in the 
competencies: evidence-based practice, prevention and health promotion, clinical 
examination and diagnosis, acute care of injury and illness, therapeutic interventions, 
psychosocial strategies and referral, health care administration, and professional development 
and responsibility.   
As previously stated, athletic training programs accredited through CAATE are 
subject to strict adherence to standards and guidelines in all facets of the educational 
program, including clinical education.  Each institution is responsible for demonstrating 
compliance with these standards, and institutions are encouraged to develop sound innovative 
educational approaches that substantially exceed these standards.  The introduction, practice, 
mastery, and documentation of clinical proficiency skills are often the responsibility of a 
clinical preceptor who oversees a portion of the athletic training student’s clinical experience.  
The clinical preceptors have to balance their responsibilities as health care providers and 
clinical educators.  The program director is responsible for all aspects of the education of 
enrolled athletic training students.  The program director works closely with the program’s 
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clinical coordinator in ensuring adequate, diverse, and educational clinical sites, and the 
preceptors are in place for the benefit of the athletic training students.  One specific 
responsibility of the program director is overseeing and supervising the preceptors who work 
with the athletic training students in the clinical settings.  A good relationship, cooperation, 
collaboration, and communication between the clinical preceptors and the athletic training 
program director are imperative to the overall success of the program.   
All accredited athletic training programs focus on and strive to provide a variety of 
quality clinical experiences for their undergraduate athletic training students.  In this study, 
information, descriptions, and an analysis are provided about the roles and experiences of 
full-time preceptors who are affiliated with an education program and, in particular, the 
communication, physical presence, and cooperation between the preceptors and the program 
director.  Preceptors may also serve a role in the didactic setting of the undergraduate 
program by teaching an athletic training course.  Moreover, clinical preceptors often may 
have a variable number of athletic training students they supervise directly, depending on 
facility size, number of student-athletes for whom they are responsible on their respective 
team, number of athletic teams in the facility, number of years of experience as a clinical 
preceptor (younger clinical preceptors may not be fully ready to handle a more students), and 
overall program size.  Some clinical preceptors are compensated for their efforts assisting 
with the athletic training education program, but oftentimes; the extra responsibility is 
determined to be a part of their overall job expectations. 
Because of the needs of American football, athletic training originated as a health-
care profession at the turn of the 20th century.  In the beginning, the practice of athletic 
training was more of a skill than a science and had strong ties to learning from a “master” 
through clinical experiences in an apprentice-like setting.  Moreover, the role of the athletic 
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trainer was not defined and the duties were not clearly affirmed by other personnel associated 
with sports personnel (Herrera & Lim 2003).  Since the establishment of NATA (the 
professional association of athletic training) in 1950, undergraduate- and graduate-level 
athletic training programs, in addition to an entry-level athletic trainer certification, have 
been established, making it a recognizable allied health profession (Herrera & Lim 2003).  
Major events in the evolution of athletic training education are shown in Table 1. 
 As the profession of athletic training has evolved, so has the responsibility of the 
athletic trainer.  Not only is the care of the athletes important but so is the responsibility of 
educating athletic training students for professional preparation.  Athletic training students 
need to balance both the didactic material they learn with the technical skills they develop 
and learn in the clinical setting.  In 1994, NATA passed a mandate that, by the year 2004, 
any student pursuing eligibility to sit for the entry-level athletic training certification 
examination administered by the BOC must attend an athletic training program accredited 
initially by the Commission on Accreditation Allied Health Education Programs (CAAHEP) 
and currently by CAATE (Herrera & Lim, 2003).  This mandate placed added more 
responsibilities on the athletic trainer in both the practical and academic realms.  The latest 
challenge in the education of athletic training students is the recent mandate requiring 
professional master’s programs to be the route to BOC certification eligibility.  Current 
academic programs offering a B.S. degree option will either have to change their programs or 
no longer offer an athletic training program, and they have a deadline of 7 years (until Fall 
2022) to alter their programs.  With these added demands and stress placed on program 
directors, athletic trainers, and clinical preceptors, it is necessary to study the effects of how 
athletic trainers are coping with the added stresses and if the relationship between the 
preceptors and the athletic training program directors affect the stress or productivity of the  
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Table 1  
Major Events in the Evolution of Athletic Training Education (Perrin, 2007) 
Date Event 
1955 NATA Committee on gaining recognition appointed 
1959 First athletic training curriculum model approved by NATA 
1968 200 directors and heads of college physical education departments surveyed about 
interest in developing a curriculum in athletic training 
1969 NATA Professional Education Committee and Certification Committees developed 
1969 First undergraduate athletic training curriculums approved by NATA 
1970 First NATA certification examination administered 
1972 First graduate athletic training education program approved by NATA 
1970s Proliferation of NATA-approved curriculums 
Mid-1970s Revised athletic training curriculum model developed 
1980 NATA resolution requiring athletic training curriculum major or equivalent by 1986 
1990 Athletic training recognized as an allied health care profession 
1991 Essentials and Guidelines for an Accredited Educational Program for the Athletic 
Trainer approved by the AMA Council on Medical Education 
1994 First entry-level athletic training educational program accredited by AMA Committee 
on Allied Health Education and Accreditation (CAHEA) 
1994 Commission on Accreditation of Allied Health Education Programs (CAAHEP) 
replaces CAHEA 
1994 NATA Education Task Force (ETF) appointed 
1996 ETF recommendations approved by NATA Board of Directors; NATA Education 
Council formed 
2004 Educational Degree Task Force (EDTF) created to investigate the entry-level degree 
requirement for athletic trainers 
2005 EDTF recommendations approved by NATA Board of Directors 
2006 Commission on Accreditation of Athletic Training Education replaces CAAHEP 
2012 New professional standards released to guide athletic training education programs 
2013
a
 Publication of the white paper Professional Education in Athletic Training, which 
examined the professional degree 
2015
a
 Programs have until 2022 to transition to professional master’s degree for athletic 
training education and eligibility to take the BOC examination 
  
a
New information added after publication of original article. 
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clinical preceptors.  The effect of job and workplace satisfaction on athletic training 
personnel with both athletic and academic responsibilities is an important issue as is the 
relationship, communication, and collaboration between the clinical preceptors and the 
athletic training program directors. 
Although there have been numerous published studies that have explored clinical 
experiences of the preceptor, there are no current studies that have delved into the role of the 
program director and how program directors’ communication and cooperation with the 
preceptors in the clinical setting impact the workplace satisfaction of full-time preceptors.  
This study serves to fill some of that gap in the literature. 
Definitions of Key Terms and Acronyms 
Operational definitions for key terms and acronyms used in this study are as follows:  
Athletic training student: a student enrolled in a CAATE-accredited athletic training 
program. 
Board of Certification (BOC): the organization responsible for the implementation, 
documentation, and integrity of the Athletic Trainer Certified credential; the BOC 
also governs all aspects of the certification examination and continuing education 
requirements. 
Clinical education: the athletic training students’ formal acquisition, practice, and clinical 
preceptor evaluation of the entry-level athletic training clinical proficiencies through 
classroom, laboratory, and clinical experiences under the direct supervision of a 
clinical preceptor.  Clinical education occurs for a minimum period of two academic 
years (four semesters, six quarters, or six trimesters) and can be associated with 
course credit (National Athletic Training Association Education Council [NATAEC], 
2001).   
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Clinical instructor educator (CIE): a BOC-certified athletic trainer or physician (M.D. or 
D.O.) who, after attending a seminar, is subsequently qualified to conduct a clinical 
preceptor training session.  The CIE is expected to have a minimum of 3 years of 
work as an athletic trainer or physician and may or may not be the athletic training 
education program director.  The CIE assists in developing, implementing, and 
evaluating the clinical education program for the institution.  This includes assisting 
in coordinating clinical experiences in accordance with the clinical education 
objectives of the program (NATAEC, 2001). 
Commission on Accreditation of Athletic Training Education (CAATE): an accrediting 
agency (recognized by the Council of Higher Education) whose mission is to define, 
measure, and continue to improve athletic training education (effective as of July 1, 
2006). 
Clinical preceptor: a BOC-certified athletic trainer or other health care professional with a 
minimum of 1 year of work in his or her respective academic or clinical area.  
Clinical instructors can evaluate and supervise athletic training students in the field; 
however, the clinical instructor is not charged with the final formal evaluation of 
athletic training students’ integration of clinical proficiencies.   
Clinical proficiencies: definitions of the skills that entry-level athletic trainers should possess 
and structure of clinical education from a quantitative approach to an outcomes based 
qualitative system (NATAEC, 2001). 
Clinical setting: a clinical environment where health care services are provided; this may 
include the athletic training facility, practices, and competitive events.  Students must 
complete clinical experiences in these settings for a minimum of one of the two 
academic years of clinical education under the supervision of a BOC-certified athletic 
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trainer.  The athletic training facility is considered to be a designated physical facility 
located within the sponsoring institution or within an acceptable affiliated clinical 
setting in which comprehensive athletic health care services are provided.  
Comprehensive health care services include practice and game preparation, 
injury/illness evaluation, first aid and emergency care, follow-up care, rehabilitation, 
and related services.  Additional clinical settings, including sports medicine clinics, 
physical therapy sites and/or rehabilitation clinics, college or university health 
centers, hospital emergency rooms, physician’s offices, or other appropriate health 
care settings, may be utilized; the student must be supervised by an appropriate 
clinical preceptor in these settings (NATAEC, 2001). 
Communication: an open exchange of thoughts, ideas, and opinions about the educational 
process. 
Cooperation: a combination of resources and efforts to reach common educational goals. 
Dedication: characterized by a sense of significance, enthusiasm, inspiration, pride, and 
challenge. 
Direct supervision: the instruction and evaluation of the clinical proficiencies by a clinical 
preceptor; constant visual and auditory interaction between the athletic training 
student and clinical preceptor must be maintained, and the clinical preceptor must be 
physically present to provide proficiency instruction and evaluation (NATAEC, 
2001). 
Educational competencies: the educational content required of entry-level athletic training 
students; these competencies should be used to develop the curriculum and 
educational experiences of students enrolled in CAATE-accredited entry-level 
athletic training education programs (NATAEC, 2001). 
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Engagement: a positive, fulfilling, work-related state of mind that is characterized by vigor, 
dedication, and absorption. 
Personal achievement: defines the feelings of accomplishment and a sense of competence 
about one’s job and a sense of self-appreciation for the success achieved (Hendrix, 
Acevedo, & Hebert, 2000). 
Physical presence: physically being together in the same educational setting. 
Preceptor: a BOC-certified athletic trainer who has a minimum of 1 year of work experience 
as an athletic trainer and has completed preceptor training.  BOC-certified athletic 
trainers who wish to be a clinical preceptor (e.g., graduate assistant) but have less 
than 1 year of clinical experience must be supervised by another experienced 
preceptor.  A preceptor provides formal instruction and evaluates clinical 
proficiencies in the classroom, laboratory, and/or clinical experiences through direct 
supervision of athletic training students (Pawley, n.d.).   
Program director: a person responsible, but not limited to, student teaching, advising, 
recruitment, retention, mentoring, clinical education, accreditation requirements, 
assessment, scholarly activity, and committee work.  The position may also include 
responsibilities in the clinical role as an athletic trainer.  If the role requires tenure and 
promotion requirements, it may be very difficult to balance time and responsibilities 
while maintaining a quality clinical practice as an athletic trainer.   
Standards and guidelines: standards are minimum standards of quality used to accredit 
programs that prepare individuals to enter athletic training and constitute the 
minimum requirements to which an accredited program is held accountable; 
guidelines provide examples to assist in interpreting the standards (CAATE, 2016).   
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Dissertation Overview 
 This study involved an investigation into whether a clinical preceptor recognizes the 
physical presence, communication, and cooperation of an athletic training program director 
and if the role of the program director affects the workplace satisfaction of the preceptor.  
The study was designed to determine if clinical preceptors feel differently about their role 
based on the perceived level of communication and cooperation between them and the 
program director in the clinical setting and the physical presence of the program director in 
the clinical setting.  These perceptions may vary depending on the institution and the 
organizational structure of the athletic training program.  Many athletic training programs 
have clinical and classroom instructors employed by two different departments: athletics and 
academics.  As a result, the departments share the role of educating the athletic training 
student, and often the departments share supervision and evaluation of preceptors and 
program administrators.  Programs with a wide separation between the two departments may 
have a division between theory and practice.  CAAHEP, and now CAATE, stated that the 
primary role of an allied health education program is to prepare students with entry-level 
competencies in their field of study by providing a curriculum that combines didactic and 
clinical education (Carr & Drummond, 2002).  The effectiveness of an education program 
may depend on several factors, including the working relationships between the clinical 
preceptors, the classroom instructors, and the program director.  Anecdotal discussion of this 
issue was overwhelmingly supportive of the idea that an educational program in which the 
clinical and classroom instructors do not work together must have a negative effect on the 
education of the student.  This research contributes to the development of possible 
intervention strategies to help overcome workplace issues as well as resources to aid in 
overall satisfaction and effectiveness of athletic training education programs.   
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 An overview of the conceptual and empirical research that provided the theoretical 
framework for the model that was tested in this study is provided in Chapter 2.  To 
understand the current roles of the athletic trainer, it is imperative to understand the previous 
research that has been conducted in the area of the importance of the clinical education of 
athletic training students, burnout and the stress of job demands in health service professions, 
the importance of the role of the clinical preceptors in the clinical education of the athletic 
training students, and job collaboration with the preceptors and athletic training program 
directors.  Individuals deal with stress in different ways, as can be witnessed in all areas of 
health service professions.  Increases in demands at work may lead to psychological and 
physical exhaustion at work, causing disengagement and reduced personal accomplishment.   
 Major occupational demands include role ambiguity, work pressure, and workload, 
whereas major resources include control, participation in decision making, and job autonomy 
(Sasaki, Kitaoka-Higashiguchi, Morikawa, & Nakagawa, 2009).).  Negative outcomes 
(burnout) are likely to occur when valued resources are lost or threatened, are inadequate to 
meet demands, or do not reap the anticipated level of return (Sasaki et al., 2009).  Job 
demands can trigger strain in the form of exhaustion, whereas resources can help to 
overcome the need for defensive coping and enhance one’s self-efficacy.  Multiple research 
studies have highlighted the issues of stress, role strain, work pressure, workload, and job 
autonomy that many clinical preceptors face in their work day.  The communication, 
cooperation, and physical presence of the athletic training program director can positively or 
negatively impact the clinical preceptor.  
 In athletic training education, clinical preceptors who impact the educational 
experiences of athletic training students are asked to become increasingly more involved with 
the education process by practicing, testing, documenting, and guiding the athletic training 
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student through all the rigorous, required clinical proficiencies.  The athletic training program 
director plays a role in that education by supervising all aspects of the program, both clinical 
and didactic; this includes control over the preceptors.  The program director’s role in the 
clinical setting may impact the workplace satisfaction of the clinical preceptors. 
 Chapter 3 presents a description of the methodological approach described and used 
in this study and includes the philosophical assumptions, theoretical model and hypothesized 
relationships, the participants in the study, data collection methods and procedures, data 
analysis procedures, design issues, delimitations, and limitations.  Ethical and reliability 
issues also are described. 
 The study’s findings are presented in Chapter 4, and Chapter 5 comprises conclusions 
and implications for future research. 
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CHAPTER 2. LITERATURE REVIEW 
During the review of relevant materials for this study, it was imperative to identify a 
strong theoretical model to be used to investigate relationships among the proposed research 
question and the relationship between clinical preceptors and the program director.  The 
review of literature comprised a search of the clinical education of athletic training students; 
preceptors involved in clinical education; program directors’ involvement in clinical 
education; clinical education settings; helpful characteristics of clinical preceptors; and the 
overall importance of clinical education in the professional preparation of athletic training 
students preparing for graduation, the BOC exam, and entry into the athletic training 
profession.  In addition, the relevant literature on role strain and burnout was reviewed.  
History of Sports and Athletic Training 
 The drive to compete was important in many early societies.  Sports developed over a 
period of time as a means of competing in a relatively peaceful and non-harmful way.  Early 
civilizations showed little evidence of highly organized sports.  Evidence indicates that in 
Greek and Roman civilizations there were coaches, trainers (people who helped the athlete 
reach top physical condition), and physicians (Hippocrates and Galen) who assisted the 
athlete in reaching optimum performance.  Many of these roles are still in existence today.  
Not until the beginning of the Renaissance did athletic activities slowly gain popularity.  A 
form of football was played in England for centuries; a pig bladder was used as the ball, and 
teams could range in size from dozens of members to over 100, playing on a field that could 
be miles long.  Because this game took time away from men practicing archery, a needed 
combat skill, the game was banned by King Edward II in 1314 and by many monarchs 
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afterward.  This did not stop the game, though, and the English colonists in America 
continued to play, with the first game in the colonies recorded in 1609 (Webber, 2013).  
Recreation and organized sport were generally reserved for those participants or 
spectators with higher income levels.  Americans had participated in various local games and 
activities since the colonial times but most did not believe in the benefits of physical activity 
prior to the Civil War.  The attitudes toward physical fitness and activity were greatly 
changed by the Civil War with the arrival of the gymnastics movement from the German 
states.  This movement was based on military preparation and expanded into physical 
education programs in lower level schools and colleges (Webber, 2013).  
Intercollegiate sports began to emerge in the United States in the mid to late 1800s.  
The impetus was competitions between Oxford and Cambridge in England, beginning in 
1852.  The first American intercollegiate athletic event was a 2-mile rowing match between 
clubs from Harvard and Yale in 1852 (Harvard won; Webber, 2013).  The first intercollegiate 
baseball game was played in 1859—a match between Amherst and Williams Colleges.  
Intercollegiate football, at the time much like today’s soccer, was first played in 1869 
between Princeton and Rutgers (Webber, 2013).   
 Athletic training as it is known today came into existence during the late 19th 
century, and its growth followed the growth of intercollegiate and interscholastic athletes in 
the United States.  The first athletic trainers of this era possessed no technical knowledge; 
their athletic training techniques usually consisted of a rub, the application of some type of 
counterirritant, and occasionally the prescription of various home remedies and poultices.  It 
took many years for the athletic trainer to attain the status of a well-qualified allied health 
care professional (Prentice, 2014).   
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Athletic training has evolved over the years to play a major role in the health care of a 
variety of patient populations in general and the athlete in particular.  This evolution occurred 
rapidly after World War I with the appearance of the athletic trainer in intercollegiate 
athletics.  During this period, many influential individuals helped in the formation of the 
athletic trainer as a specialist in preventing and managing athletic injuries.  For example, 
Bilik, who was a physician, wrote the first major text on athletic training and the care of 
athletic injuries, called The Trainer’s Bible in 1917, and members of the Cramer family out 
of Gardner, Kansas, founded a chemical company and began producing an ankle liniment to 
treat sprains (Webber, 2013).  Cramer Products Inc. still flourishes today and, over the years, 
has provided athletic trainers with the professional support, supplies, and assistance in the 
education of athletic training students.   
In the past, the majority of athletic trainers were employed at colleges and universities 
and in secondary schools, providing services to an almost exclusive athlete population.  
Historically, this work environment was referred to as the “traditional setting” for 
employment of athletic trainers.  However, in the past decade, employment settings for 
athletic trainers have evolved to be more in line with those of a health care provider 
specializing in preventative medicine.  Today, more than 40% of certified athletic trainers are 
employed in clinics and hospitals or in industrial and occupational settings working under the 
direction of a physician (Prentice, 2014).  Although many athletic trainers continue to work 
at colleges, universities, and secondary schools, others can be found working as health care 
providers in all kinds of professional sports, including rodeo and NASCAR; in industrial 
settings; in performing arts and the entertainment industry (Cirque du Soleil); in medical 
equipment sales and support; in the military; with law enforcement departments; and with 
government agencies, including NASA, the U.S. Senate, and the Pentagon (Prentice, 2014) 
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This explosion of different job settings has forced the profession to change not only 
the methods by which health care is delivered to a variety of patient populations but also the 
athletic training education programs to teach and/or establish professional competencies and 
proficiencies that are universal to all job settings.  The preparation of an athletic training 
student must include a strong, highly structured academic background in addition to a 
substantial amount of closely supervised clinical experience in their chosen area of expertise 
and in diverse settings with a variety of patient populations.   
Board of Certification and Standards 
 The Competencies in Athletic Training represents a major component of the 1983 
NATA education-program guidelines (Delforge & Behnke, 1999).  The competencies were 
based on the “performance domains” of a certified athletic trainer identified in the first role 
delineation study conducted by the NATA BOC (NATABOC) in 1982 (Delforge & Behnke, 
1999).  NATABOC was changed to simply the Board of Certification (BOC) in 1989.  On 
the BOC examination, the five performance domains used to assess candidates’ knowledge 
encompass the following areas: injury/illness prevention and wellness protection, clinical 
evaluation and diagnosis, immediate and emergency care, treatment and rehabilitation, and 
organizational and professional health and well-being (BOC, n.d.).  The questions are 
written, validated, and reviewed by a panel of content experts in coordination with 
psychometricians.  The incorporation of the subject matter requirements along with athletic 
training competencies into the 1983 guidelines represented an effort to promote the 
development of true competency-based athletic training programs.  The BOC is still the 
agency responsible for administering the certification exam, which is offered to graduating 
athletic training students five times a year.   
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 Historically, the BOC offered two routes to certification.  One route required 
education in the context of a formal educational program, whereas the other route took a 
more hands-on experiential route supplemented by a minimal amount of coursework (Grace, 
1999).  From the 1970s until the early 2000s, students became clinically eligible to take the 
BOC certification examination by completing 600 to 800 clinical experience hours in an 
approved or accredited program or 1800 clinical hours as an apprenticeship student and later 
1500 hours as an internship student (Grace, 1999).  Additionally, students were required to 
complete clinical experiences with contact and collision sports.  In contrast to the 
development of clinical education in medical schools, athletic training professional 
preparation was initially more steeped in clinical experiences and less in the didactic 
component.   
 In recent decades, clinical education in the allied health professions has become more 
structured and organized, progressing from somewhat haphazard learning experiences to 
deliberate and focused learning experiences (Weidner & Henning 2002).  Responsibilities of 
the athletic training student, clinical preceptor, and clinical education setting have become 
more clearly delineated and understood.  Prior to receiving attention as a vital component of 
the education of an athletic training student, the clinical experience was seen as more of a 
“learning from the master” environment.  To attain their knowledge, the students were 
utilized as a type of labor force and were perceived as just putting in their time instead of 
receiving structured and focused clinical instruction.   
 Over the past 25 years, NATA has made great strides in providing athletic training 
programs with the guidance needed to develop the clinical portions of their programs.  By 
June 1990, the American Medical Association formally recognized athletic training as an 
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allied health profession (Delforge & Behnke, 1999).  In October 1990, an initial meeting was 
conducted for the development of standards and guidelines for accreditation of educational 
programs for athletic trainers (Delforge & Behnke, 1999).  The standards and guidelines 
were initially prepared by the Joint Review Committee on Educational Programs in Athletic 
Training (JRC-AT).  NATA and CAAHEP, formally the American Medical Association’s 
Committee on Allied Health Education Accreditation, accepted and adopted the standards 
and guidelines in June 1999 (Delforge & Behnke 1999).  Initially, CAAHEP was the 
organization responsible for accrediting entry-level education programs for athletic training 
upon the recommendation of the JRC-AT.  The adopted standards and guidelines are used for 
the development, self-study, and evaluation of entry-level athletic training education 
programs.  The standards and guidelines have been changed several times, the most recent 
being in existence since 2012.  These standards are currently under review and will be 
released in summer of 2017 for athletic training programs as they transition to professional 
master’s degree programs. 
 An Education Council was developed by NATA with the goal to reform the entire 
educational structure of entry-level athletic training education programs.  The internship 
route to certification was eliminated, leaving one standardized route to athletic training 
professional preparation.  Another significant reform was the need to address the 
responsibilities and preparation of the clinical instructor, now referred to as the “preceptor.”  
Preceptors need to complete professional training for their role in the program.  CAAHEP 
formally adopted the preceptor (previously known as the “approved clinical instructor”) 
designation in its 2001 revised standards and guidelines (CAAHEP, n.d.).  CAAHEP 
discontinued being the accreditation agency for athletic training education in June of 2006, 
after which CAATE became the official agency utilized for accrediting athletic training 
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education programs.  CAATE also is the entity that approves and regulates programs based 
on the established standards and guidelines.  The term “approved clinical instructor” changed 
to “clinical preceptor” or just “preceptor” to designate the individual responsible for 
supervision of the athletic training student.  This individual can be a certified athletic trainer, 
physician, or other health care professional (EMT, paramedic, nurse, physical therapist).  The 
term clinical preceptor is usually reserved for a certified athletic trainer professional whereas 
the term preceptor usually refers to other health care professionals. 
Athletic Training Education and Academic Degrees 
The current athletic training education system is composed of two primary 
components: professional education and postprofessional education.  Professional education 
is concerned with the preparation of the student who is in the process of becoming an athletic 
trainer and represents the “gateway” to the profession.  In athletic training, professional 
education culminates with the BOC certification.  In contrast, postprofessional education 
imparts advanced clinical knowledge and skill to students who are already athletic training 
professionals via a successful challenge to the BOC exam.  With over 360 CAATE-
accredited professional programs, the professional education route is the largest.  By 
comparison, there are 15 CAATE-accredited postprofessional programs (CAATE, 2015).   
There has been a national trend in peer health care professions that increasingly 
prepare students for professional practice at the graduate level.  Physician assistants, 
occupational therapists, physical therapists, and audiologists all receive their professional 
education at the graduate level.  This trend was the impetus for the NATA Board of Directors 
(representatives of the NATA from all 10 districts) to accept and initiate an examination of 
the appropriate degree level for preparation as an athletic trainer.  The examination of the 
appropriate degree was prompted by the following factors: (a) the increasing complexity of 
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the current and future health care system; (b) the growing need for athletic training-specific 
patient outcomes research; (c) an expanding scope of requisite knowledge, skills, and 
abilities while continuing to strive for depth in athletic training-specific knowledge; and (d) 
the need to ensure proper professional alignment with other peer health care professions 
(NATA, 2013). 
The entire educational process for the preparation of athletic training students 
underwent a major philosophical shift, and in 2013, a group of professionals called the 
Strategic Alliance came together to present a white paper titled Professional Education in 
Athletic Training (NATA, 2013).  The Strategic Alliance comprises the BOC (the entity 
responsible for administering the certification examination and credentialing athletic 
trainers), the NATA Foundation (the group responsible for fundraising, scholarships, and 
grants), CAATE (which accredits the body of education programs), and NATA (the 
professional membership of the athletic trainers association).  The white paper was drafted 
after a couple of years of researching the education process and the entry-level degree for 
athletic training.  After a period of open comment and feedback from constituents, the 
decision was made in 2015 to transition from a bachelor’s degree to a professional master’s 
degree as the requirement for eligibility to take the BOC examination.  This will become 
effective for all athletic training education programs in the fall of 2022. 
The change to a professional master’s degree requirement will change program 
delivery both didactically and clinically.  Interprofessional education will be emphasized and 
will provide the athletic training students with the ability to learn from and about different 
disciplines.  Developing relationships with other health care professionals at the start of the 
professional education process may enhance working relationships.  Graduate education, 
devoid of competing courses and obligations often seen at the undergraduate level, should 
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enable the students to improve their critical thinking and professional socialization when 
incorporating interprofessional education.  Athletic training is a collaborative profession and 
often requires a team-centered approach to health care.   
Change of curriculum, degree, faculty, preceptors, educational clinical experiences, 
and program delivery for current bachelor’s degree and professional programs will be a 
challenge as program administrators make the decision to transition or discontinue their 
existing education programs.  Future viability of the profession and maintenance of a 
competitive advantage in the health care system is crucial for the athletic training profession.  
As middle school and high school students visit prospective colleges and universities, they 
are already seeking answers from programs about intent and future structure of programs.   
Program Directors 
 Athletic training program directors are ultimately responsible for all aspects of the 
athletic training program.  This involves the day-to-day operation of the program; all 
curricular decisions and implementation of required coursework; CAATE accreditation 
paperwork including self-studies, annual reports, and documentation; and supervision of the 
clinical experiences of all athletic training students.  Postgraduation documentation is also 
utilized to track the athletic training program’s success in employment placement, BOC 
passing rates (which must be kept at a 70% three-year aggregate pass rate), graduate school 
acceptance, and overall retention rate of students.  Diversity and gender of the athletic 
training students in the program is also maintained and described in the annual report 
required to maintain CAATE accreditation.  Program administrators are given autonomy in 
the design of their academic and clinical program, and the CAATE accreditation standards 
only require that the program director have full faculty voting privileges and the capacity to 
serve on departmental, college, and university/college committees.  The program director 
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position is often compared to other program administrators on campus and in the academic 
department to ensure equal weight is given to the athletic training major.  Athletic training 
programs have full-time clinical coordinators to assist with the development, evaluation, 
documentation, and opportunities in the clinical component of the athletic training students’ 
experience.   
The role of the program director in the clinical setting is dependent upon the 
institution’s philosophy and job description.  A program director can be employed in 
different faculty positions with different responsibilities.  The two most common job 
descriptions of program directors are (a) full-time academic, either tenure track or non-tenure 
track with no clinical assignment, and (b) full-time non-tenure track with a clinical 
assignment.  In addition to keeping the athletic training program running smoothly, program 
directors can serve as academic advisors, lecturers/teachers, and departmental administrators.  
Individuals in these positions also recruit potential students, have committee appointments, 
serve on boards at the local or national level, participate in job shadowing and career fairs, 
and may have research and tenure track expectations. 
Clinical Education 
 There were countless articles, books, and supplemental materials available for the 
review on the importance of clinical education in the preparation of athletic training students.  
Allied health care professions, which include the professions of athletic training, physical 
therapy, and nursing, require clinical education as a vital part of their students’ curriculum.  
Clinical practice has always been an important part of the education as a student transitions 
from a novice to a practicing clinician.  Clinical education is of vital importance in the 
education of students and allows them to transfer knowledge gained from the classroom into 
practical settings.  Athletic training students need to have a balance of a strong didactic 
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preparation in conjunction with diverse, hands-on clinical experiences in their academic 
preparation.   
 Athletic training clinical education can be described as the portion of the athletic 
training student’s professional preparation involving the formal acquisition, practice, and 
evaluation of clinical proficiencies through classroom, laboratory, and clinical experiences in 
medical care (Delforge & Behnke, 1999).  NATA was formally established in 1950, during a 
time when the emphasis on athletic training curriculum development was seen in numerous 
programs.  The athletic training clinical education component began to take shape more 
formally in the 1970s (Delforge & Behnke, 1999).  In 1983, the NATA Professional 
Education Committee used behavioral objectives developed in the 1970s to draft a 
conceptual framework for the first edition of the Competencies in Athletic Training (Delforge 
& Behnke, 1999).   
 Clinical experiences are evolving as the athletic training profession expands into 
employment settings beyond the traditional college/university and high school environment.  
The athletic training profession is seen in a variety of settings including colleges and 
universities, high schools, physical therapy clinics, professional sports, industrial companies, 
military, rodeo, fitness and health clubs, and other appropriate health care settings.  
Furthermore, the initial 2001 CAAHEP standards and guidelines recommended that athletic 
training clinical education include experiences in sports medicine clinics, physical therapy 
sites, college or university health centers, hospital emergency rooms, and physicians’ offices 
(Weidner & Henning 2002).  In contrast to the previous educational requirements of 
completing clinical experiences with contact and collision sports, accreditation standards and 
guidelines now require athletic training students to gain exposure to upper extremity, lower 
extremity, equipment intensive sports, and general medical experiences of both sexes 
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(Weidner & Henning, 2002).  Current CAATE requirements (effective July 2006) include 
these and additional experiences, all designed to prepare students for diverse and traditional 
practice settings.  Athletic training students observe surgeries, emergency rooms, physician 
extender opportunities, other allied health care professionals, and physician office visits.  
Attention is given to clinical site selection and evaluation of these settings, including 
appropriate and effective clinical preceptors for the athletic training students. 
 Athletic training education has evolved over the past decade to conform to the 
accreditation requirements and education standards imposed initially by CAAHEP and 
currently by CAATE.  The transition of athletic training education from an internship 
program (one in which an aspiring student learns many facets of the profession from the 
“master” or “teacher”) to the more rigorous accredited competency-based program has 
helped to standardize athletic training education and improve its consistency with 
professional preparation in other allied health disciplines (Mensch & Ennis, 2002).  The 
removal of the more hands-on internship route to certification has left many athletic training 
programs struggling to juggle the didactic components and still give the athletic training 
students a strong clinical experience knowledge base.  Clinical education is where students 
gain experience in real-life situations with hands-on activities.   
 Clinical education constitutes a substantial piece of the professional preparation in 
allied health care fields.  Entry-level certified athletic trainers perceive that approximately 
53% of their entry-level professional development came from clinical education (Weidner & 
Henning, 2002).  In physical therapy, clinical education has been reported to be 
approximately 23 to 30% of the total curriculum (U.S. Department of Education, 1994).  In 
most other allied health care professions, students complete the bulk of their didactic 
education prior to their clinical education.  Thus, their clinical education is considered “full 
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time,” meaning that they engage in mentored clinical care 8–12 (or more) hours per day 
(Knight, 2009).  In athletic training, educators integrate the didactic and clinical education.  
Athletic training students are engaged daily but with fewer hours spread out over multiple 
years, often learning a skill or technique in the didactic class in the morning and practicing or 
applying the skill/technique in the clinical setting in the afternoon.  Sometimes, a student can 
wait years to see an injury, illness, or specific condition in a clinical setting that was taught in 
class. 
 The total time spent in clinical education is similar to other allied health care 
professions, but the timing is different.  Upon graduation, expectations change drastically 
from that of an athletic training student to that of a full-time athletic trainer employee.  
Different from those in other fields, these students are expected to “hit the ground running” 
and use all of their knowledge beginning on their first day of their first job.  They are 
perceived to be ready to handle all aspects of their job from day one and to be prepared to 
handle situations without the guidance of their former clinical preceptor or current work 
colleagues in close proximity to help and guide them.  In contrast, other health professionals 
have more time to acclimate and are provided more on-the-job training experiences.  In 
nursing, for example, graduates spend 4–9 months of on-the-job training before they are fully 
functioning, independent practitioners (Knight, 2009).  This makes the clinical experiences 
that athletic training students obtain crucial to their preparation to become a professional. 
Time spent in the classroom is necessary for athletic training students to gain 
fundamental knowledge; diverse clinical experiences are also a critical component in their 
professional development, as they provide a necessary step for learning.  Athletic training 
students’ desire the best overall educational experience, and often the clinical education 
component plays a more important role than what the students may have learned in the 
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classroom.  The most effective clinical setting is one that is positive, realistic, and fosters a 
strong, supportive learning environment (Benes, Mazerolle, & Bowman, 2014).  These 
experiences help prepare the student for the real world and their first job.   
Athletic training is a very practical and applied profession, and students need a place 
to practice their psychomotor skills in an environment supervised by clinical preceptors.  One 
would not want a dentist who has only practiced on a model tooth and watched a video 
working on a cavity in a real mouth.  There’s no debate that what can be learned in the 
athletic training clinical setting cannot be demonstrated or effectively mastered by watching a 
DVD version of a Lachman’s knee injury evaluation test; it must be practiced and mastered 
by the student in a real-world situation on a real person.  The clinical experience must have 
quality and meaningful supervision by a qualified preceptor or clinical supervisor to help 
guide the athletic training student in the learning process. 
Most athletic training education requires students to complete didactic classes and a 
minimum of two academic years of clinical education experience.  Clinical education serves 
the purpose of providing students the opportunity to learn and practice athletic training skills 
that lead to their proficiency and experiences on how to be a professional.  Clinical education 
also helps socialize students into the roles and responsibilities of the athletic training 
profession (Bowman, Mazerolle, & Dodge, 2013).  Clinical education must be completed 
under the direct supervision of a state-credentialed medical or allied health care professional 
in an appropriate clinical education setting.  Most often the majority of these clinical 
experiences are supervised by a certified athletic training state-credentialed preceptor.   
Clinical education can no longer be conducted under the assumption that all certified 
athletic trainers are naturally qualified to educate students.  Certified athletic trainers do not 
have the knowledge or skills regarding the methods for teaching and evaluating the athletic 
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training students under their supervision just by virtue of being clinicians (Weidner & 
Henning 2002).   
Clinical education in athletic training, as in numerous allied health professions, likely 
evolved from the medical education model of training physicians, in which clinical 
experiences serve as a critical component for student learning.  In athletic training education, 
the clinical preceptor plays a vital role during these clinical experiences, and an effective 
preceptor can be an individual who is instrumental to the athletic training students’ learning.  
However, similar to other health care professions and allied health educators, it may be 
increasingly difficult for today’s certified athletic trainer to find adequate time to accept extra 
responsibility for teaching athletic training students.   
Clinical Preceptors 
The relationship between clinical preceptors and the athletic training program director 
is important, especially in terms of preventing role strain on the part of the clinical 
preceptors.  They are asked to play a critical role in the education of students, and the 
program director needs to be aware of work overload, time pressure, unfavorable work 
environment, and other job demands (physical, social, or organizational aspects of the job).   
Role Strain 
Role strain has been reported by preceptors as they have attempted to balance their 
responsibilities as a health care provider to their assigned athletic team or teams with their 
role as a clinical preceptor.  The general trend has been toward increased workloads to 
provide medical care coverage for expanding sport seasons and off-season conditioning, 
practices, travel, and competition schedules—with fewer resources and increased pressures 
from all sides.  Greater responsibility for teaching, supervision, and assessment of athletic 
training students may often be unrealistic.  It is possible that athletic training preceptors will 
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encounter role stress and/or burnout when conflict repeatedly occurs between the needs of 
the athlete or patient and the needs of the athletic training student.  Usually in this situation, 
the education of the athletic training student takes a backseat to the care of the athlete or 
patient.  This is an unfortunate occurrence, but one that is happening with more frequency as 
the demands of the clinical preceptors’ collegiate athletics role increases.  The clinical 
preceptor position is not an easy one, especially for those who are serving in dual roles as a 
clinician and an educator.  The expectation for meeting the high demands of educating the 
athletic training students and providing excellent health care for the student athletes can 
become overwhelming.  Role strain has been reported often by preceptors as they attempt to 
balance their responsibilities and working conditions, which often include long hours, high 
patient volumes, and inadequate compensation.   
Positive clinical education experiences have been linked to increased athletic training 
student retention, socialization, and professional commitment (Dodge et al., 2014).  To most 
program directors, it seems vital and imperative to create athletic training clinical 
experiences with clinical preceptors who are invested in the educational experience of 
students and are able to meet the demands associated with being a preceptor.  If a preceptor 
has multiple roles, the program directors should consider the personalities of preceptors and 
the athletic training students as well as the workload of the preceptor when determining 
placement of a student.  Often a placement decision is made jointly with the program director 
and the program clinical coordinator.   
Preceptor Training 
 Professional clinical preceptor training still exists today, but the athletic training 
programs have more autonomy in how often this training needs to be done.  All clinical 
preceptors need initial training, but follow-up training is needed only if program 
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administrators deem it necessary and/or when changes need to be incorporated into the 
program.  Typically, retraining as a clinical preceptor is needed every 3–5 years.  Clinical 
preceptor training varies at each institution and often does not address the challenge of 
balancing multiple roles and the strain that it can create for clinical preceptors.  Clinical 
preceptors, athletic training students, program directors, and clinical coordinators must create 
strong lines of communication to determine the best times to schedule educational activities.  
The personalities of all parties also must be considered, as differing expectations and 
conflicting interests can cause clinical preceptors additional challenges interacting with and 
educating students.  It is also important to consider the clinical site as well as the preceptor.  
Poor placements of students either to a particular site or with a particular preceptor may 
require time and effort to mediate and possibly intervene between the athletic training student 
and clinical preceptor. 
A NATA Education Council committee developed and conducted Clinical Instructor 
Educator (CIE) seminars to equip program directors with information and resources to serve 
as the CIEs at their institutions.  The CIEs train preceptors to effectively teach and evaluate 
the athletic training clinical proficiencies.  This streamlined approach was created with the 
hope of creating a more standardized approach to the clinical education and experiences of 
athletic training students.  Development of clinical coordinator positions in athletic training 
programs eased the burden for program directors and allowed for a greater focus on the 
importance of clinical education and the process of athletic training students learning in the 
clinical setting.  The athletic training clinical preceptors could work with the clinical 
coordinators to ensure standards were being maintained, clinical site and student evaluations 
were completed, and the athletic training students were getting a real-world clinical 
education.  Recent changes in accreditation standards now require athletic training programs 
38 
 
 
to have a full-time clinical coordinator.  The clinical coordinator position also must have full 
faculty voting privileges similar to the program director, giving each accredited athletic 
training program a minimum of two faculty members in the academic department.  
Burnout 
The concept of burnout can be found in many occupations, but most of the research 
has the prevailing view that burnout is found exclusively in professions such as social work, 
health care, and teaching (Maslach, Schaufeli, & Leiter, 2001, 2009).  In general, working 
with people is inherently stressful.  The model of burnout proposed and tested in the present 
research—the job demands–resources (JD-R) model (Figure 1)—assumes that burnout 
develops irrespective of the type of occupation when job demands are high and when job 
resources are limited, because such negative working conditions lead to energy depletion and  
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Figure 1. The job demands-resources model of burnout. 
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undermine employees’ motivation, respectively (Bakker, Demerouti, Nachreiner, & 
Schaufeli, 2000; Bakker & Demerouti, 2014).  
Athletic training preceptors are health care providers for their patients oftentimes 
serve as instructors and clinical preceptors for athletic training students as well as have 
various administrative duties.  The JD-R model proposes that working conditions can be 
categorized into two broad categories—job demands and job resources—that are 
differentially related to specific outcomes (Bakker et al., 2000; Bakker & Demerouti, 2014).  
Job demands are related primarily to the exhaustion component of burnout, whereas lack of 
job resources is related primarily to disengagement.  
Maslach (1982, as cited in Lee & Ashforth, 1990) characterized burnout as a 
syndrome of emotional exhaustion, depersonalization, and reduced personal accomplishment 
that can occur among people who do “people work” of some kind.  Emotional exhaustion 
refers to feelings of being overextended and exhausted by the emotional demands of ones’ 
work.  Depersonalization is characterized by a detached and cynical response to the 
recipients of ones’ service or care.  Finally, reduced personal accomplishment refers to the 
self-evaluation that one is no longer effective in working with recipients and in fulfilling 
one’s job responsibilities.  Athletic training is a profession in which one works with people 
and the primary purpose is to assist and take care of other people, not to take care of things or 
information.  When an athletic trainer is also asked to assist with the education of students, it 
can create an overwhelming sense of responsibility.   
The three burnout dimensions described by Maslach (1982, as cited in Lee & 
Ashforth, 1990) are emotional exhaustion, depersonalization, and reduced personal 
accomplishment.  Emotional exhaustion closely resembles traditional stress reactions such as 
fatigue, job-related depression, psychosomatic complaints, and anxiety and can also be 
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related to similar job stressors such as workload and role problems.  Attitudinal and 
behavioral outcomes also can lead to high turnover of employees and absenteeism.  The 
second burnout dimension, depersonalization, can be characterized as a specific kind of 
withdrawal or mental distancing from recipients, which in other jobs may display itself as 
alienation, disengagement, or cynicism concerning the job and the work role of the 
employee.  Longevity of athletic trainers in certain job settings is an area of concern and 
needs to be further evaluated and studied.  The third classical burnout component, feelings of 
reduced personal accomplishment, is not considered a separate dimension in the model 
shown in Figure 1.  Emotional exhaustion and depersonalization are generally considered to 
be the core dimensions of burnout, and personal accomplishment has been shown to be the 
weakest burnout dimension in terms of significant relationships with other variables.  The 
relationship between emotional exhaustion and depersonalization can be shown and can be 
related to a sense of personal accomplishment or displayed as a negative consequence of 
burnout. 
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CHAPTER 3. METHODOLOGY 
 In this chapter, detailed information is provided on previous and current research 
including philosophical assumptions, theoretical models, participants, materials and 
procedures used for data collection, methods used to investigate the data, and design issues of 
these studies.  Prior to the collection of data and submittal of the survey instrument to 
research participants, an application for approval to conduct research involving human 
subjects was submitted to and approved by the Institutional Review Board at Iowa State 
University (see Appendix A).  An e-mail was sent to the program directors asking them for 
permission to e-mail the survey to them and if they would be willing to forward the 
questionnaire to their program’s clinical preceptors (see Appendix B).  Subsequently, the 
introductory letter to athletic training preceptors with a link to the survey was e-mailed to 
each participating institution’s athletic training program director for submission to the 
program’s clinical preceptors (see Appendix C).   
Methodological Approach 
 This study used existing theory and a theoretical model to provide a foundational 
framework for this investigation.  A theoretical perspective can be described as a way of 
looking at the world and making sense of it.  It involves knowledge, therefore, and embodies 
a certain understanding of what is entailed in knowing, that is, how we know what we know 
(Crotty 1998).  Specifically, this study entailed the use of simple descriptive statistics (e.g., 
frequencies), correlations, and analysis of variance utilizing the data that were collected using 
a survey instrument.  Clinical preceptors were asked to respond to a series of items on the 
survey to help determine the level of satisfaction with the communication, physical presence, 
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and cooperation between them and the program director.  A portion of the survey was open 
ended and provided an opportunity for feedback from the clinical preceptors.  
The physical presence, communication, and cooperation between clinical preceptors 
and athletic training program directors are important to the overall success of the athletic 
training program and the students’ educational experience.  It can even impact the success of 
the athletic training students as they prepare for the (BOC) examination at the end of their 
senior year.  The everyday experiences and events of the clinical preceptors and the 
perceptions and meaning attached to those experiences by the participants were investigated.  
An improved relationship between the program director and the clinical preceptors would 
enhance the overall learning experiences of the students as well as the work flow among 
those who are involved in teaching and supervising the athletic training students.   
The participants’ comments and responses were used in the analysis of items of 
significance to help generate meaning about the underlying theory and potential solutions to 
programs seeking to learn about the communication, physical presence, and cooperation 
between two groups of educators.  The two groups of educators comprised individuals who 
had a full-time faculty appointment without any clinical responsibilities and educators who 
had a split appointment between academics and athletics with a clinical assignment.  The role 
of the athletic training program director was investigated to determine if the practices of that 
individual impacts the workplace satisfaction of athletic training clinical preceptors and if a 
positive relationship exists between the program administrators and the clinical preceptors. 
Methods 
Procedure 
 This study utilized a survey instrument approach in the form of a questionnaire 
submitted to the clinical preceptors of 11 identified institutions to measure the observations 
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and perceptions of physical presence, cooperation, and communication between the program 
director and the clinical preceptors of an athletic training program (see Appendix D).  This 
section describes the participants, demographic data, data collection methods, and methods 
used to check the accuracy of the findings.   
Subjects 
In choosing participants for this survey, the pool of individuals selected were located 
within the state and the same governing board, and selection also branched out into one of 
the conference affiliations, choosing individuals from Big 12 Conference institutions that had 
an existing athletic training program.  The institutions in the Big 12 that were selected all 
delivered the program at the bachelor’s degree level.  An Internet search of the Big 12 
Conference’s larger peer group revealed a group of autonomous Power Five conferences— 
the Big 12, the Pac 12, the Big 10, the ACC, and the SEC—that could be looked at for 
athletic training program comparisons.  Within these conferences, comprising 65 universities, 
37 had an athletic training education program (see Table 2).  Most of these programs were 
 
Table 2  
Autonomous Power Five Conference Institutions with an Athletic Training Program 
ACC Big 10 Big 12 SEC 
Florida State Indiana Baylor Alabama 
Miami Michigan Iowa State Arkansas 
North Carolina  Michigan State Kansas Florida 
North Carolina State Ohio State Kansas State Georgia 
Pittsburgh Penn State Oklahoma State Kentucky 
Virginia Iowa Texas Louisiana State 
 Nebraska Texas Christian  Missouri 
Pac 12 Purdue Texas Tech South Carolina 
Oregon Wisconsin West Virginia Tennessee 
Utah   Texas A&M 
Washington State   Vanderbilt 
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still in the evaluation and decision-making stage regarding the transition to the professional 
master’s degree program.  An area of future research would be to administer the survey 
instrument to individuals from all these programs, including those in the Big 12 (the only 
conference selected for this survey), to benefit from a larger participant pool that would yield 
broader results in addressing the research question. 
Participants for the study were clinical preceptors from 11 different athletic training 
education programs at universities located in the Big 12 Conference and in the state of Iowa.  
The athletic training program directors from each athletic training program were asked to 
forward the survey questionnaire to their individual program’s clinical preceptors.  All 
participants in the study were identified as full-time employees of the institution and had a 
role in the clinical education and supervision of the program’s athletic training students.  To 
be a clinical preceptor in an athletic training program, preceptors must have completed the 
preceptor training offered by each institution.  The preceptor training is conducted by the 
athletic training program’s CIE.  CIEs are usually the athletic training program director or the 
clinical coordinator of the athletic training program who themselves have already completed 
the preceptor training offered through CAATE. 
 The research question was investigated and explored in a professional, ethical, timely, 
efficient, and organized manner.  Statements included in the introductory e-mail sent to 
participants provided background information as to the importance of the research so that the 
participants could better understand the topic, the setting, and their role in the study 
(Creswell, 2003).  The privacy and confidentiality of the participants was protected at all 
times.  All attempts were made to anticipate any harmful information being disclosed during 
the study, and the anonymity of all individuals, roles, and incidents was protected.   
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Purposeful sampling was conducted among the eight Big 12 institutions and the three 
Iowa institutions governed by the Iowa Board of Regents that had a CAATE-accredited 
athletic training program.  Purposeful sampling was used because it was deemed important to 
identify 11 programs similar in some specific characteristics, yet having athletic training 
program directors who may serve in a different role in the clinical setting.  The participants 
volunteered for the study and were not compensated for their role.  It was estimated that 100 
clinical preceptors would receive the survey.   
Data Collection 
 All of the athletic training program directors of the participating institutions (N = 11) 
were sent an e-mail asking for willing participants to forward the introduction and invitation 
letter containing the survey link to their program clinical preceptors.  Upon receiving a 
positive reply from the program directors about their willingness to forward the material to 
their clinical preceptors, the survey introduction letter and link to the survey was sent to the 
program directors.  Once the preceptors clicked on the link to the survey, they consented to 
participate in the survey knowing they could withdraw at any time.  The survey results were 
submitted via Qualtrics.   
 The questionnaire was designed to obtain demographic information about the 
participants such as length of employment, age, gender, years served as a BOC-certified 
athletic trainer and employment percentages in their dual role with athletics and academics.  
Basic demographic information was collected for all clinical preceptors (see chapter 4).  The 
demographic data allowed the certified athletic trainers who were serving as clinical 
preceptors to be categorized according to their work responsibilities.  Those who identified as 
having more than a 50% academic appointment were eliminated from the category of clinical 
preceptor.   
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Participants were asked to estimate their observations of the physical presence, 
cooperation, and communication between the clinical preceptors and the program director.  
They also were asked to rate their perceptions of the quantity or frequency of physical 
presence and the quality of cooperation and communication between the clinical preceptors 
and the program director on a 5-point Likert-type scale ranging from 1 (never) to 5 (more 
than once a day).  The item asking participants to rate the amount or frequency of physical 
presence, cooperation, and communication between them and the program director also used 
a 5-point Likert-type scale ranging from 1 (never) to 5 (more than once a day).  Another item 
on the questionnaire inquired about the extent the clinical preceptor believed the amount of 
physical presence, cooperation, and communication of the program director affected the first-
time passing percentage of the athletic training students on the BOC examination.  The 
Likert-type scale for this item was scored on a scale ranging from 1 (none) to 5 (large).  The 
last item asked the clinical preceptors to rate their perception of the overall strength of the 
athletic training program as a reflection of the overall physical presence, cooperation, and 
communication between preceptors and the program director using a Likert- type scale 
ranging from 1 (none) to 5 (very much).  Additional space was provided at the end of the 
questionnaire for open-ended comments. 
Data Analysis 
 Due to the relatively small sample size, the data were analyzed utilizing Spearmon’s 
rho, focusing on the preceptors’ perceptions of physical presence, cooperation, and 
communication between them and the athletic training program directors.  A correlation 
matrix was used to identify relationships between several survey items including items 
number 17, 19, 20, 22, 23, and 24.  There were 15 unique correlations and seven statistically 
significant correlations found in the data.   
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Ethical Considerations 
 Ethical considerations for research are numerous.  A strict code of ethics is vital to the 
success of a study and the researcher’s trustworthiness and reputation.  For this study, rules 
for the protection of human subjects were followed by obtaining the appropriate approval 
from the Institutional Review Board at Iowa State University.  All steps were taken to ensure 
the safety and minimize the risks to participants in the study. 
 The participants volunteered to participate in the study and maintained the right to 
withdraw at any time.  The individuals understood the purpose, procedures, and benefits of 
the study.  Participants maintained the right to ask questions, obtain a copy of the results, and 
have their privacy respected (Creswell, 2003).  The survey participants did not receive any 
compensation for completion of the survey.   The confidentiality of the 11 participating 
institutions’ confidentiality was maintained and, upon completion of the analysis, the data 
were destroyed.   
Delimitations 
 This study was delimited to 11 institutions, all of which support an undergraduate 
athletic training education program.  These institutions included members of Big 12 
Conference (West Virginia University, Oklahoma State University, Texas Tech University, 
University of Texas, Baylor University, University of Kansas, Kansas State University, and 
Texas Christian University) and the three Board of Regents institutions within the state of 
Iowa (University of Iowa, University of Northern Iowa, and Iowa State University).   
Limitations 
 The purposeful sampling procedure used decreased the generalizability of the 
findings.  Thus, the findings cannot be easily transferred and applied to other athletic training 
programs.  However, the findings of the study are useful for program directors, institution 
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administrators, clinical coordinators, athletic training students, and clinical preceptors and 
can be used as a framework to develop future research including the addition of the 
autonomous Power Five conference schools that house athletic training programs.  
Individuals in athletic training programs can use the results of this study as a model to follow 
when developing or enhancing the connection between the didactic and clinical educational 
experiences of their students. 
Quality Assurances and Validity of Findings 
 Validity pertains to whether the findings are accurate from the standpoint of the 
researcher, the participant, or the readers of an account (Creswell, 2003).  Several 
components of the study ensured the quality of the research and that the findings were 
reliable and trustworthy.  These components included triangulation, member checking, and 
the clarification of researcher bias prior and during the process of the investigation.  
Triangulation between the athletic training clinical preceptors and athletic training program 
directors helped enhance the findings.  Researcher trustworthiness was vital to the success of 
the inquiry.  This was accomplished through self-reflection on my part that was offered to the 
participants and readers to create an honest and up-front perspective to the purpose of the 
inquiry.   
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CHAPTER 4. RESULTS 
 Hands-on clinical education is utilized by students in athletic training to practice the 
didactic information they have learned, and the clinical environment is critical to the success 
of these students as they enter professional practice after graduation and passing the BOC 
examination.  The skills, behaviors, and attitudes of the clinical preceptors, along with the 
physical presence, cooperation, and communication of the program director, can positively 
enhance the learning environment of athletic training students.  These students have 
identified preceptors as having a key role in their education and preparation.  Positive clinical 
education experiences have been linked to enhancing athletic training student retention, 
socialization, and professional commitment (Dodge et al., 2014).  It would then seem 
imperative to provide athletic training students with appropriate clinical learning experiences 
under the guidance of a preceptor who is invested in the educational experience and is able to 
meet the demands associated with serving as a preceptor.  
 The program director needs to establish a good working relationship with the 
preceptors of the program and ensure that they are meeting the rigorous educational 
standards for supervision and student engagement while simultaneously providing quality 
health care to their patients.  This requires effort on part of the program director to create a 
physical presence, display cooperation, and promote communication with the preceptors.  
Preceptors are health care providers and as such are also subject to burnout and job stress.  
An athletic trainer’s additional role of being a preceptor can be both rewarding and 
challenging.  Because they may lack experience as educators or in educational training or 
clinical instruction, preceptors may not be fully aware of the challenges they potentially face 
in their role as a preceptor and clinical educator before accepting the assignment.  Role strain 
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may also affect preceptors because of their multiple job responsibilities; however, there is 
limited understanding of the depth of the challenges that preceptors face as they balance their 
health care and education roles (Dodge et al., 2014).  Preceptor training serves as an 
important starting point to socialize clinical athletic trainers into their roles as preceptors 
(Dodge et al, 2014).  However, preceptor training has traditionally focused on adhering to 
CAATE standards, appropriate supervision, methods for completing clinical proficiencies 
and evaluation forms, and the various learning styles by which students learn.  The 
complexity of the dual roles of a practicing athletic trainer and preceptor is not often covered 
in preceptor training.  Informal learning through professional experience, peer and colleague 
mentoring, and self-reflection often help socialize the preceptor into the role of a clinical 
educator (Dodge et al, 2014).  Athletic training students need positive mentoring and 
guidance as they progress through the clinical experiences of an athletic training educational 
program.  Preceptors are vital to providing that experience and guidance. 
 For this study, an e-mail was sent to clinical preceptors at 11 different CAATE-
accredited athletic training programs inviting them to be a part of the study.  A total of 29 
preceptors, out of an estimated population of 100 preceptors, completed the entire survey for 
a final return rate of 29%.  Three additional preceptors completed some of the items in the 
survey, so a total of 32 responses were received from the clinical preceptors.  The difference 
in response rate did not affect the research question and data collected. 
The main focus of the study was to determine whether the clinical preceptors 
perceived that the institution’s athletic training program directors demonstrated a physical 
presence, cooperation, and communication within the clinical setting and with the clinical 
preceptors who supervised the athletic training students.  The vast majority of athletic 
training education programs balance their academic program by splitting the responsibilities 
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of the clinical preceptors and oftentimes those of the program director and clinical 
coordinator.  Some athletic training programs operate with the program director and clinical 
coordinator being full-time academic personnel with no clinical responsibilities within the 
athletics department or a sports team. 
Descriptive Statistics 
As mentioned earlier, the questionnaire used for this study was designed to obtain 
demographic information—such as length of employment, age, gender, years served as a 
BOC-certified athletic trainer and employment percentages in their dual role with athletics 
and academics—about the participating clinical preceptors.  This demographic information is 
displayed in Table 3. 
Among the data shown in Table 3, the largest percentage (35.5%) of athletic training 
clinical preceptors who responded to the survey reported spending 100% of their time 
working in the athletic training clinical setting and 0% in an academic setting.  These 
preceptors were involved with the athletic training education program only by serving as 
clinical preceptors for the athletic training students.  Nine of the participants (29.0%) had a 
split appointment with athletics and academics with a percentage of 80% athletics and 20% 
academics.   
 
 
Table 3 
Clinical Preceptor Survey Participants’ Demographic Data (N = 32) 
Variable M Range  
Age 38.45 23–67 years 
Number of years as certified athletic trainer 14.6 1–41 years 
Number of years at current institution 10.30 1–40 years 
Average number of athletic training students you supervise per semester 5.6 0–24 students 
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Table 3 (continued) 
Variable n Valid % 
Gender   
Female 13 40.6 
Male 19 59.4 
Highest degree obtained   
Bachelor’s  3 9.4 
Master’s  26 81.3 
Doctorate 3 9.4 
Percentage of time spent working in athletic/academic setting   
0/100 2 6.5 
50/50 1 3.2 
60/40 2 6.5 
70/30 4 12.9 
80/20 9 29.0 
90/10 2 6.5 
100/0 11 35.5 
Additional compensation received for being a preceptor   
Yes 4 12.5 
No 28 87.5 
Form of any additional compensation   
Academic credit 2 50 
Monetary stipend 2 50 
Formal teaching assignment   
Yes 18 56.3 
No 14 43.8 
How many credits assigned to you   
1.0 1 5.6 
2.0 3 16.7 
3.0 4 22.2 
4.0 4 22.2 
5.0 2 11.1 
5.5 1 5.6 
6.0 1 5.6 
10.0 1 5.6 
16.0 1 5.6 
Additional compensation for teaching   
Yes 12 66.7 
No 6 33.3 
Does athletic training program director at institution serve as a clinical 
athletic trainer 
  
Yes 11 31.4 
No 24 68.6 
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The youngest clinical preceptor who completed to the survey was 23 years of age, 
and the oldest was 67 years of age.  The breakdown by age grouping of preceptors who 
participated in the study is shown in Table 4.  There were no statistically significant results 
correlating the clinical preceptors’ age with their perception of the physical presence, 
cooperation, and communication with the athletic training program director.   
 Among the 32 participants who responded to the item asking for their gender, 59% 
were male (n = 19) and 41% were female (n = 13).  The breakdown of preceptors by gender 
is illustrated in Figure 2.  Using an analysis of variance with the survey results, no 
statistically significant differences were found between participants’ gender and their 
perception of physical presence, cooperation, and communication with the program director 
and the clinical preceptors. 
The participants varied in their years of experience as a certified athletic trainer, 
which ranged from as few as 1.5 years to 41 years of athletic training experience, and the 
number of years they had spent at their current institution, which varied from 1 year of 
employment to a high of 40 years.  The highest degree obtained may vary among athletic 
 
Table 4  
Age Range of Preceptors 
Age Range in Years n % 
23–29 8 25.0 
30–39 10 31.3 
40–49 9 28.1 
50–59 3 9.4 
60–69 2 6.3 
Total 32 100.0 
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Figure 2. Gender breakdown of study participants. 
 
trainers.  In this study, 81% (n = 26) of the clinical preceptor respondents had earned a 
master s degree (M.A., M.S., or M.Ed.) as the highest degree held, 9% (n = 3) held a 
bachelor s degree (B.A. or B.S.), and 9% (n = 3) had earned a doctoral degree (Ed.D. or 
Ph.D.).  The breakdown of highest degree held by the participating clinical preceptors is 
displayed in Figure 3.  Using Welch and Brown-Forsythe tests, the results of the survey 
physical presence, cooperation, and communication of both parties based on the clinical 
preceptors’ years of experience as an athletic trainer and in terms of highest degree obtained. 
 
 
 
 
 
 
 
Figure 3. Preceptor breakdown by highest degree earned. 
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Clinical preceptors may vary in the number of athletic training students for whom 
they are responsible for supervising in the athletic training rooms and sites.  The 
recommended ratio of students to clinical preceptor is 8:1.  This recommendation comes 
directly from the CAATE standards for athletic training education programs and is based on 
the safety of the patients and the athletic training students as well as the overall best 
educational setting for learning and practicing clinical skills.  Among all the clinical 
preceptors participating in this study, the average number of athletic training supervisors 
supervised per semester ranged from zero (reported by two clinical supervisors) to 24 
students (reported by one clinical supervisor).   
For the average number of athletic trainers supervised by clinical preceptors, there 
was a statistically significant difference in the clinical preceptors’ perception of the physical 
presence of and communication with the program director.  There was a positive correlation 
between the perceptions of physical presence of the program director when the clinical 
preceptor supervised more athletic training students in the clinical setting.  With a correlation 
of .375 (p = .038), the more athletic training students a clinical preceptor supervised, the 
more often the program director was observed in the athletic training room.   
Also found to be statistically significant was the communication of the program 
director when the average number of athletic training students supervised by the clinical 
preceptors was higher.  Specifically, the clinical preceptors were asked if they or other 
preceptors and the program director shared opinions about the education of the athletic 
training students.  The results revealed that the higher the average number of students, the 
more favorably the clinical preceptors responded (Pearson correlation = .512; p = .004).  
Clinical preceptors also responded positively about communication with the program director 
when asked if they or other preceptors and the program director exchanged thoughts and 
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ideas about the education of the athletic training students (Pearson correlation = .571; p = 
.001). 
Athletic training programs often compensate their clinical preceptors for supervising 
athletic training students.  This compensation may be in the form of extra salary, continuing 
education funding, or per credit stipend.  For this survey pool, a vast majority (88%; n = 28) 
of clinical preceptors did not receive any additional compensation for supervising athletic 
training students; 13% (n = 4) of the clinical preceptors did receive some form of 
compensation.  The clinical preceptors’ open-ended responses regarding how they were 
compensated for their role as a clinical preceptor indicated a range from a monetary stipend 
to receipt of academic credits.  Among the clinical preceptors responding, just over half 
(56%; n = 18) had a formal lecturer/ teaching assignment, and just under half (44%; n = 14) 
did not have a formal role in the athletic training program as a lecturer/teacher.  In regards to 
receiving additional compensation for teaching from the academic department, two-thirds of 
the clinical preceptors (67%; n = 12) received additional compensation for their role and one-
third (33%; n = 6) did not.   
As mentioned earlier, the oldest study participant was 67 years old and the youngest 
was 23 years old.  The age of the clinical preceptors had no statistically significant 
relationship with the perceived physical presence of the program directors.  The age of the 
clinical preceptor and perceived cooperation of the program director with the clinical 
preceptor also showed no statistically significant relationship.  A second significant negative 
correlation was evident when there was no significant relationship between age of the clinical 
preceptor and communication between the program director.  
Demographic characteristics continuously correlated with the perceived physical 
presence of the program director (item 16), cooperation between the program director and 
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clinical preceptors (item 18), and communication between program director and clinical 
preceptors (item 21).  Clinical preceptors’ age and perceived physical presence of the 
program director showed no statistically significant relationship.   
When the clinical preceptors’ role in the athletic department rose closer to 100% of 
their position, there was a negative correlation evident when asked their perception of the 
program director’s amount or frequency of physical presence, the quality of cooperation 
between the clinical preceptors and the program director, and how they would rate the quality 
of communication between the program director’s and clinical preceptors.  A total of 29 
clinical preceptors responded to the item asking them to describe the percentage of their 
position split between academics and athletics.  As mentioned earlier, the majority of clinical 
preceptors surveyed had a higher athletic percentage of their position than an academic role 
in the program, and a majority (n = 22) of the 29 clinical preceptors reported at least an 80% 
athletic role (and 20% academic role) with 11 reporting a 100% athletic percentage position 
(Table 3).   
Correlation Statistics 
Of the 32 clinical preceptors who responded to the item asking if they currently had a 
formal lecture/teaching assignment within the athletic training program, 18 indicated that 
they had a formal assignment and 14 indicated that they did not have a formal lecture/ 
teaching assignment.  Using Spearman’s rho for analysis, there was a positive correlation 
found between the 18 clinical preceptors who had a formal teaching/lecture role within the 
athletic training program and how they rated the amount or frequency of the physical 
presence the program director, the quality of cooperation between the clinical preceptors and 
the program director, and the quality of communication between the clinical preceptors and 
the program director.  These results are displayed in Table 5. 
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Table 5 
Correlations Between Physical Presence, Cooperation, and Communication Ratings by 
Program Director/Clinical Preceptors Who Have Formal Teaching Role in the Program  
Survey Item 
Correlation 
Coefficient p value n 
How would you rate the amount or frequency of physical 
presence between the preceptors and the program 
director? 
.444  .018 28 
How would you rate the quality of cooperation between 
the preceptors and the program director? 
.854  .000 29 
How would you rate the quality of communication 
between the preceptors and the program director? 
.452 .014 29 
 
 As seen in Table 6, there was a strong correlation between clinical preceptors who 
supervised a greater number of athletic training students and rankings of perception of the 
physical presence of the program director, defined as physically together in the same 
educational setting.  This positive correlation indicates the possibility of a higher probability 
of observing the program director in the clinical setting.  
 
Table 6   
Robust Tests of Equality of Means for Physical Presence 
  Welch  Brown-Forsythe 
Variable Statistica Sig.  Statistica Sig. 
Program director observed in the clinical setting. 0.230 .805 0.263 .778 
Preceptors and the program director observed in the 
classroom setting 
1.648 .293 1.187 .375 
Preceptors and the program director observed together 
helping to educate an athletic training student 
0.587 .590 0.865 .452 
Preceptors and the program director observed working 
together on educational projects
b
 
  
  
     
a
Asymptotically F distributed. 
b
Robust tests of equality of means could not be performed because at least one group had 0 variance. 
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As seen in Table 7, there was a strong correlation between clinical preceptors who  
supervised a greater number of athletic training students and the rankings of perception of 
the communication of the program director, defined as an open exchange of thoughts, ideas and 
opinions about the educational process, with the clinical preceptors.  This positive correlation 
indicates a higher probability of communication between the program director and the 
preceptors regarding the educational process of the athletic training students. 
 
Table 7 
Robust Tests of Equality of Means for Communication 
  Welch  Brown-Forsythe 
Variable Statistica Sig.  Statistica Sig. 
Please estimate how often in a semester you or other 
preceptors and the program director shared opinions about 
the education of athletic training students 
0.049 .953 0.052 .950 
You or other preceptors exchanged thoughts and ideas 
about the education of athletic training
b
 
    
     
a
Asymptotically F distributed. 
b
Robust tests of equality of means could not be performed because at least one group had 0 variance. 
 
As shown in Table 8, there was a strong correlation between clinical preceptors who 
supervised a greater number of athletic training students and the perceived cooperation of 
the program director with the clinical preceptors in the education of the athletic training 
students.  This positive correlation indicates a higher probability of effective cooperation, 
defined as a combination of resources and efforts to reach common educational goals, 
between the program director and the preceptors regarding the educational process of the 
athletic training students. 
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Table 8 
Robust Tests of Equality of Means for Cooperation 
  Welch  Brown-Forsythe 
Variable Statistica Sig.  Statistica Sig. 
You or other preceptors utilized academic department 
resources (overhead displays, textbooks, classroom space, 
etc.) with assistance from the program director to reach 
common educational goals for students
b 
    
Preceptors and the program director observed in the 
classroom setting 
0.478 .665 0.294 .762 
You or other preceptors utilized athletic department 
resources (taping supplies, therapeutic modalities, etc.) 
with assistance from the program director to reach 
common educational goals for students. 
0.406 .706 0.631 .580 
You, other preceptors, and classroom lecturers/instructors 
made an effort to help the preceptors in the clinical setting 
0.447 .682 0.738 .531 
a
Asymptotically F distributed. 
b
Robust tests of equality of means could not be performed because at least one group had 0 variance. 
 
The rotated component matrix factor analysis estimated the correlations between 
each of the 15 attitudinal variables and the estimated components of the effect of the 
program director’s physical presence, communication, and cooperation with the clinical 
preceptors of the program.  Factor analysis is a method of data reduction and seeks 
underlying unobservable (latent) variables that are reflected in the observed variables.  The 
goal was to extract the important information from the data and to analyze the obtained data 
on a number of variables.  The principal component analysis simply reduced the variable 
procedure, resulting in a relatively small number of components that accounted for most of 
the variance in the set of observed variables. 
A varimax rotation was performed with five factors.  As shown in Table 9, the results 
for Q1 (Please estimate how often in a semester you or other preceptors and the program 
director shared opinions about the education of athletic training students), Q2 (Please 
61 
 
 
estimate how often in a semester you or other preceptors and the program director 
exchanged thoughts and ideas about the education of athletic training students), and Q3 
(Please estimate how often in a semester you or other preceptors observe preceptors and the 
program director together helping to educate an athletic training student) loaded onto Factor 
1.  Q4 (How would you rate the quality of cooperation between the preceptors and the 
classroom lecturers/instructors?), Q5 (How would you rate the quality of communication 
between the preceptors and the program director during the semester?), Q6 (How would you 
rate the amount or frequency of physical presence between the preceptors and the program 
 
Table 9 
Rotated Component Matrix Factor Analysis of 15 Attitudinal Items 
 Factor 
 1 2 3 4 5 
Q1 .881 .231 .241 .081 .036 
Q2 .879 .126 .164 .121 .098 
Q3 .602 .183 .339 .502 .095 
Q4 .245 .797 .093 –.045 .286 
Q5 –.034 .753 .189 .338 .061 
Q6 .245 .740 .229 .268 –.345 
Q7 .466 .689 .040 –.165 .432 
Q8 .224 .299 .812 –.140 –.150 
Q9 .160 .002 .765 .067 .150 
Q10 .473 .012 .541 .380 –.316 
Q11 .414 .257 .520 –.052 .100 
Q12 .254 .112 .019 .828 .043 
Q13 –.035 .074 –.064 .808 .118 
Q14 .147 .093 .005 .183 .910 
Q15 –.031 .200 .586 .087 .634 
Note. Extraction method: principal component analysis; rotation method: varimax with Kaiser 
normalization. 
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director during the semester?), and Q7 (How would you rate the quality of cooperation 
between the preceptors and the athletic training program director?) loaded onto Factor 2.  For 
Q8 [Please estimate how often in a semester you or other preceptors utilized athletic 
department resources (taping supplies, therapeutic modalities, etc.) with assistance from the 
program director to reach common education goals for students], Q9 (Please estimate how 
often in a semester you or other preceptors made an effort to help the lecturers/instructors in 
the classroom setting), Q10 (Please estimate how often in a semester you or other preceptors 
observe preceptors and the program director in the classroom setting), and Q11 (Please 
estimate how often in a semester you observe the program director in the clinical setting), the 
results showed loading onto Factor 3.  Q12 (Please estimate how often in a semester you or 
other preceptors observe preceptors and the program director working together on 
educational projects) and Q13 (To what extent do you believe the physical presence, 
cooperation, and communication between the preceptors and the program director affects the 
first-time passing percentage of the athletic training students on the BOC examination?) load 
on Factor 4 and Q14 (Please estimate how often in a semester you or other preceptors, and 
classroom lecturers/instructors made an effort to help the preceptors in the clinical setting) 
and Q15 [Please estimate how often in a semester you or other preceptors utilized athletic 
department resources (taping supplies, therapeutic modalities, etc.) with assistance from the 
program director to reach common educational goals for students] loaded onto Factor 5.  The 
wording of Questions 1 through 15 for the rotated component matrix factor analysis can be 
seen in Appendix E. 
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CHAPTER 5. DISCUSSION, FUTURE RESEARCH, AND CONCLUSION 
Discussion 
 The purpose of this study was to investigate the physical presence, communication, 
and cooperation between athletic training program directors and clinical preceptors.  The 
survey instrument was submitted to 11 institutions—the three Regent institutions within the 
state of Iowa and eight additional institutions within the Big 12 conference—that currently 
offer an undergraduate degree in athletic training .  A survey was e-mailed to athletic training 
program directors at the identified institutions to be forwarded to the institution’s clinical 
preceptors.  The survey was sent via Qualtrics to an estimated 100 clinical preceptors, and 29 
responses were used in the analysis, representing a 29% rate of return.  Significant results 
were found for the physical presence, communication, and cooperation between the program 
director and clinical preceptors who held a formal teaching role within the athletic training 
program as well as for clinical preceptors who supervised a higher number athletic training 
students in the clinical setting.   
 The job of an athletic trainer requires an individual to be a critical thinker in order to 
successfully diagnose and treat an injury.  Therefore, developing and fostering critical 
thinking skills is crucial in the development of an athletic training student.  The preceptor in 
the clinical setting, in conjunction with the instructor in the classroom, helps to create an 
atmosphere encouraging students to make connections between textbook objectives and the 
hands-on practical application of the material being taught.  This is a paramount objective in 
athletic training education.  Collaboration of instructors can help to create a balance between 
education and service.  Programs with a wide separation between the didactic portion of the 
program and the clinical component may also have a division between theory and practice.  
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The primary purpose of an athletic training education program is to prepare students with 
entry-level job competencies in the athletic training field by providing a curriculum that 
combines didactic and clinical education.  The effectiveness of the program may depend on 
many factors, including the working relationship between the clinical and classroom 
instructors and program administrators.  Anecdotal discussion of this issue has been 
overwhelmingly supportive of the idea that an educational program in which the clinical and 
classroom instructors do not work together must have a negative effect on the education of 
the student.  This information can be obtained from student exit interviews, alumni surveys, 
observations, and in evaluation forms completed as part of the program. 
The preparation of a student to become an athletic trainer combines didactic 
coursework in combination with clinical experiences to expose them to real-world situations.  
Extensive amounts of diverse clinical experiences are required of athletic training students.  
The role of the preceptor as a supervisor, teacher, role model, and mentor can influence the 
student.  The preceptors may or may not have formal education in clinical instruction and are 
likely selected and chosen to be a part of the student’s education based on their clinical 
abilities and skills and not their teaching abilities.  Effective educators are not authoritarians.  
The ratio of athletic training students to preceptors creates a close network and intimate 
environment enabling preceptors to become mentors.  This helps to create a positive learning 
environment, especially when the preceptor displays patience and creates a safe and 
comfortable learning atmosphere.  Both serving as preceptor and being engaged in a clinical 
experience as a student should be positive experiences.  The preceptor helps guide the 
student in how to be a professional and how to act with professionalism in real-world 
settings.  Involving students and engaging them also help foster the mentor–mentee 
relationship between student and preceptor.   
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The athletic training program director is responsible for all aspects of the athletic 
training education program including supervision of the clinical education coordinator and all 
of the clinical preceptors.  The program director is a full-time faculty member and certified 
athletic trainer who must make sure the program is compliant with the accreditation 
standards and the planning, development, implementation, delivery, documentation, and 
assessment of all of the program components, including clinical education and the program’s 
budget.  The clinical education of an athletic training student must reinforce the sequence of 
formal instruction of athletic training knowledge, skills, and clinical abilities and also must 
provide students with authentic, real-time opportunities to practice and integrate knowledge, 
skills, and clinical abilities.  Athletic training students need decision-making abilities and 
reinforcement of professional behaviors required of the profession to develop proficiency as 
an emerging athletic trainer ready to pass the certification examination. 
The program director should have a physical presence in the clinical setting and 
demonstrate a willingness to cooperate and communicate with preceptors who are 
supervising athletic training students’ clinical experiences.  Some examples of the clinical 
experiences that can be offered are individual and team sports, sports requiring protective 
equipment (helmet and shoulder pads), patients of different genders, nonsport patient 
populations (emergency room, primary care office, industrial, performing arts, military), and 
a variety of conditions other than orthopedics (primary care, internal medicine, dermatology).   
 The clinical education of athletic training students requires the involvement of all the 
clinical athletic trainer preceptors and the athletic training program director.  The profession 
of athletic training has placed a new emphasis on clinical instruction and the importance of 
competency-based experiences for students.  Clinical experience has always been a 
foundation of the athletic training profession.  Collegiate athletic trainers working within an 
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accredited athletic training program must be both educators and health care providers for the 
student athletes, a situation similar to attending physicians working within teaching hospitals.  
Athletic training educators and program directors constantly seek ways to improve their 
educational outcomes, and this includes viable, diverse, and meaningful clinical experiences.  
Preceptor–athletic training student relationships and interactions are often related to the 
overall quality and perceived success of the clinical learning experience.  Because clinical 
education is vital to athletic training students’ development and socialization into the 
profession, efforts to improve this area are important.   
Clinical preceptors must be included in all aspects of the educational process, 
especially if they do not have an academic appointment.  Clinical preceptors who have 
difficulty with role strain and lack of communication and cooperation with the program 
director may have a hard time being motivated to be an effective clinical preceptor.  Athletic 
training program directors may have little influence on the specific working conditions of an 
overworked preceptor, but they must know the importance to not overload preceptors with an 
excessive number of students and expectations for their clinical education.  Preparing 
students in the classroom better by providing more laboratory time to practice anatomy 
palpation of landmarks or taping can help ease the burden of the clinical preceptor so that 
valuable clinical time teaching does not have to be utilized to teach a discrete skill.  The 
student can then use the clinical time to concentrate on real-time interactions with their 
clinical preceptor.  Clinical preceptors must also understand the educational reform in 
athletic training education, which has affected athletic training students’ supervision and 
clinical education goals.   
Program directors must have regular communication with preceptors to educate them 
regarding any changes in practices and expectations.  Effectively matching the personalities 
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of the clinical preceptor and the athletic training student is also important and should be a 
strong consideration when program directors place students in clinical rotations.  There must 
be clear communication and cooperation evident between the clinical preceptors and the 
program directors.  The program directors can aid in the overall effectiveness of the clinical 
education of athletic training students by having a physical presence in the clinical setting.  
Though the program director may not have a clinical assignment within the athletics setting, 
he or she can still play an active role with both the students and the clinical preceptors.   
The results of this study will benefit program administrators, which could include 
department chairs, college deans, university provosts, and college presidents, as they 
determine overall program policy and how program director positions are defined and 
implemented in conjunction with preceptors.  The development of a job description for 
program directors may include clinical responsibilities and may or may not include tenure 
track expectations of research, service, and teaching.  The overall effectiveness of the athletic 
training program must be emphasized and remain a priority, and the program director must 
be given release time for administrative responsibilities of the program, time devoted to 
teaching, advising, serving on committees, and oversight of all of the coursework and clinical 
experiences for students as they progress through the program.  External accreditation 
standards must be maintained for continuation of the program.  The transition of the 
education curriculum and philosophy from a bachelor’s degree requirement to the 
professional master’s degree route to certification will be a concern over the next 5 years. 
Athletic training preceptors will also benefit from this study.  Most athletic trainers 
enjoy teaching and mentoring students.  However, this also adds an additional burden and 
stress to the daily life and responsibilities of the clinical preceptors, who often are health care 
providers for their respective athletic team.  Preceptors can be overwhelmed with all of their 
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job responsibilities and exhibit signs of burnout and job stress, which may affect their role as 
a preceptor.  Program directors can decrease the level of stress if they help to create a 
positive experience for preceptors who are assisting with the education of athletic training 
students.  More successful preceptors have strong communication skills, good interpersonal 
relationships, instructional skills, supervisory and administrative skills, the ability to evaluate 
student performance, and clinical skills knowledge.  Preceptors often like serving a role in 
education because it keeps them up to date with new topics and ideas.  Reciprocal learning 
can take place and make the clinical environment more dynamic and stimulating.  Students 
can also bring a feeling of enthusiasm to the clinical site and motivate preceptors to read 
literature relevant to athletic training and be prepared for clinical questioning from the 
students. 
 Some challenges faced by preceptors include role strain, lack of continuing education 
opportunities geared toward new competencies, guidance in teaching new competencies, long 
hours, lack of compensation, and occasional personality conflicts with students.  These 
challenges could lead to a disinterest in mentoring students or in being an effective preceptor.   
The relationship between a preceptor and an athletic training student is of vital 
importance to the professional preparation of the student.  Communication, facilitation of 
critical thinking skills, professionalism, and fostering a strong, supportive learning 
environment helps the athletic training student prepare for the certification exam and, more 
importantly, life as a professional and entrance into the job market.  Preceptors and program 
directors need to work together to create a cooperative environment with the ultimate goal of 
preparing successful, socialized, prepared athletic training students.  Program directors need 
to realize and acknowledge the important role the preceptors play in their program.  It is 
important that they recruit and retain quality preceptors.  Program directors demonstrating a 
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physical presence, being engaged with preceptors in the clinical setting, and displaying a 
cooperative attitude will go a long way toward promoting a collaborative setting bridging the 
didactic and clinical experiences of the student.  Good communication is important not only 
for the success of program directors but also for clinical preceptors. 
Implications for Future Research 
 There is more research needed in this area.  This is especially true as athletic training 
programs transition into the soon-to-be required professional master’s degree requirement for 
athletic training student’s eligibility to sit for the BOC certification exam.  With a Fall 2022 
deadline for programs to transition from a bachelor’s degree program to a master’s degree 
program, more research is needed in this area with this new emphasis.  The very important 
clinical education experience could be reduced to only 2 years with the master’s degree 
route, and this would make the relationship that clinical preceptors have with the program all 
the more vital.  A transition from an undergraduate to a professional master’s degree may 
result in the loss of some programs that cannot support a postbaccalaureate degree and may 
place more strain on staff due to potential staffing changes and the loss of graduate assistant 
positions.  The degree change could also result in additional job opportunities within the 
collegiate setting as graduate assistant positions are vacated and eliminated. 
The dual role of program directors who also serve in the clinical setting with a sports 
team may be a thing of the past due to the expectations of developing and administrating a 
graduate program, but the relationship between athletic training program directors and 
clinical preceptors will continue to be of utmost importance to the education of the athletic 
training student.  The physical presence, communication, and cooperation of all educators, 
both in the classroom and in the clinical setting, are crucial to the overall success of the 
program and to the preparation of students to become practicing professionals.   
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Future studies could investigate and identify whether the role of the program director 
in the clinical setting impacts the athletic training clinical preceptors in their workplace as 
they serve as clinical preceptors of athletic training students.  Additional studies could 
investigate the need for compensation for the role of clinical preceptor and how this would 
play into the overall satisfaction of the clinical preceptors.   
This research could be developed further from the perspective of graduate athletic 
training students and explore the importance of clinical education and the role of the 
preceptor from a student’s perspective.  Many students often wish to pursue roles as program 
directors or preceptors and want to serve in a mentorship role once they become certified 
athletic trainers due to the positive experience they had during their education.  The pursuit 
of a career in athletic training is often rooted in the desire to help people and to build 
relationships with peers and student athletes.  This can also be said for athletic trainers who 
wish to become preceptors.  They may want to build personal relationships with students, 
answer their questions, and serve as a mentor.  Positive personal relationships and rewarding 
clinical experiences are deemed vital to the success and happiness of athletic training 
students.   
Conclusion 
Athletic training program directors who have extensive experiences with their role as 
a program director and in working with preceptors understand the importance of clinical 
education in the preparation of athletic training students.  New standards are being 
implemented along with the transition of the bachelor’s degree to the professional master’s 
degree requirement, and among these standards are proposals to ensure that new program 
directors have a minimum number of years of clinical experience prior to becoming program 
directors.  The hope is that they will then better understand the role of the preceptor and be 
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more likely to be able to assist in bridging the gap between the didactic and clinical education 
components of the program.  Athletic training program directors and preceptors need to be 
responsive to students, and this involves being both accessible and approachable.  Less 
effective educators are inaccessible and not available to address the needs of students.  
Effective educators take the time to develop meaningful lessons that use instruction time, 
both didactic and clinical, in the most efficient manner possible.  These educators answer 
questions and take the initiative to investigate questions for which they do not have the 
answer rather than avoiding the question.  Taking the time to send an e-mail during difficult 
times or encouraging students to persevere during challenges or to simply thank them for a 
job well done are all little things that can be done to promote a positive educational and 
clinical environment.   
Athletic training education is changing, and this is exciting for those in the 
profession, but it can also be overwhelming to many as these professionals try to incorporate 
new clinical opportunities involving new preceptors in diverse medical professions.  Athletic 
training will align with other peer health care professions.  The athletic training profession 
must evolve with health care and be in the forefront of preventative and primary medical care 
of the physically active.  The professionals in this field must be prepared to provide athletic-
training-specific patient outcome research and have an expanded scope of requisite 
knowledge, skills, and abilities.  The education of athletic training students must follow this 
path and promote the best possible didactic and clinical environment for these students to 
learn and be prepared to enter the profession.  This is done as a collaborative effort between 
program faculty and administrators and all of the clinical preceptors in a team environment. 
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APPENDIX A. INSTITUTIONAL REVIEW BOARD APPROVAL 
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APPENDIX B. E-MAIL INVITATION TO PROGRAM DIRECTORS 
 
September 12, 2015 
 
Dear Athletic Training Program Directors: 
 
We are inviting you to participate in a research study by agreeing to forward a survey link to all of 
the preceptors in your athletic training program.  The purpose of the study is to investigate physical 
presence, communication, and cooperation between Athletic Training Program Directors and 
Preceptors.  The major professor for this study is Dr. Larry Ebbers and it is being completed as part 
of the requirement for the degree of Doctor of Philosophy at Iowa State University. 
 
If you agree to participate, please respond to this email and I will forward the participant invitation 
letter with the survey link to you for distribution to your preceptors.  Thank you very much for your 
willingness to assist me with this research study. 
 
If you have any questions, now or later, you may contact me at the number or email below. 
 
Thank you. 
 
Sincerely, 
 
 
 
Mary Meier, MS, ATC, LAT 
Athletic Training Program Director 
Assistant Director, Athletic Training Services 
223 Forker Building 
Iowa State University  
Ames, IA  50011 
515-294-3587 
mary@iastate.edu 
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APPENDIX C. INTRODUCTORY LETTER INVITING ATHLETIC 
TRAINING PRECEPTORS 
 
Dear Athletic Training Preceptor: 
 
You are invited to participate in a research study.  The purpose of the study is to investigate 
physical presence, communication, and cooperation between Athletic Training Program 
Directors and Preceptors.  The Major Professor for this study is Dr. Larry Ebbers and it is 
being completed as part of the requirement for the degree of Doctor of Philosophy at Iowa 
State University.  We are inviting you to be part of this study because of your role in the 
CAATE accredited athletic training program as a preceptor for athletic training students.  In 
addition, you serve in a role as a clinical athletic trainer.  If you agree to participate, we 
would like you to answer the following questions about insight in the CAATE accredited 
training program.  The time needed for completion of the survey is approximately 10 
minutes.  All responses will be confidential and destroyed following completion of the study.  
All identities and responses will remain confidential to ensure that they cannot be linked to 
you.  The procedure utilizes an ID code to identify institutions and the link between the two 
will be destroyed when the information is gathered.  If we write a paper about this study, we 
will do so in such a way that you cannot be identified.  There are no known risks from being 
in this study and you will not benefit personally.  However, we hope that others may benefit 
in the future from what we learn as a result of this study.  Your participation in this research 
study is completely voluntary.  If you decide not to be in this study, or if you stop 
participating at any time, you will not be penalized.  If you have any questions, now or later, 
you may contact me at the number or email below. 
 
Sincerely, 
 
Mary Meier, MS, ATC, LAT 
Athletic Training Program Director 
Assistant Director of Athletic Training Services, Volleyball 
223 Forker Building 
Iowa State University 
Ames, IA  50011 
515-294-3587 
mary@iastate.edu 
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APPENDIX D. SURVEY INSTRUMENT 
 Athletic Training Preceptors’ Perceptions of Physical Presence, Cooperation, and Communication with 
Athletic Training Program Directors  
 
Directions:  Please read each question carefully and completely before responding.  When responding to the 
questions, please generalize about the program as a whole and not thinking about specifics within the program.  All 
estimation questions are to be answered within the timeframe of the most recent completed semester.  Use the 
following definitions as reference: 
Preceptor: certified athletic trainer who has the majority of work responsibilities in an athletic department and is in 
direct supervision of the acquisition of clinical hours by the athletic training student.  The preceptor also may do 
proficiency skill checkoffs and clinical evaluations for the athletic training students.  The preceptor may also be a 
classroom or lab instructor in the Athletic Training Program. 
Program Director:  certified athletic trainer with administrative role in Athletic Training Program, management, 
teaching, research, and service. Could include student recruitment, retention, mentoring, clinical education, 
accreditation requirements, assessment, scholarly activity, and committee work.  The Program Director may also 
serve as a Clinical Athletic Trainer in a joint appointment. 
Didactic/Classroom Instructor/Lecturer: certified athletic trainer who has the majority of work responsibilities in an 
academic department and is primarily responsible for the acquisition of classroom credits by athletic training 
students.  The Didactic/Classroom instructor may also work as a Preceptor in the Athletic Training Program. 
Clinical Setting:  educational setting outside of the classroom such as the athletic training room or the practice and 
competition areas 
Classroom Setting: traditional educational setting in which a lecture/discussion or a lab format is presented 
 
DEMOGRAPHICS: 
1.  Please indicate the approximate percentage of time you spend working in an athletic setting and in an 
academic setting (ie, 70% athletic and 30% academic equals 70/30) 
 
0/100 10/90 20/80 30/70 40/60 50/50 60/40 70/30 80/20 90/10 100/0 
2.  My age is:  __________ 
3. My gender is:  Male _____ Female _____ 
4. Number of years of certified athletic trainer experience:  _____ 
5. Number of years at current institution:  ______ 
6. Highest degree held:  BA/BS _____ MA/MS/MEd _____ EdD/PhD _____ 
7. Average number of athletic training students you supervise clinically per semester:  ______  
8. If you serve as a preceptor for the athletic training program, do you receive additional compensation? 
 
 _____  yes  _____no 
 
8a.  If yes, how are you compensated (academic credit, stipend, CEU’s)? 
 
 
9. Do you currently have a lecturer/teaching assignment within the Athletic Training Program? 
 
   _____  yes _____ no 
 
  9a.  If yes, how many credits are assigned to you?  _____ 
 
  9b.  Do you receive additional compensation for teaching from the academic department? 
   
       _____  yes    _____  no  
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1. Does the Athletic Training Program Director at your institution serve as a Clinical Athletic Trainer 
providing athletic training services to an athletic team?  If so, to what athletic team? 
 
 
PHYSICAL PRESENCE 
Physical presence is defined as physically together in the same education setting. 
Use the following scale for the estimation questions: 1 never, 2 monthly, 3 weekly, 4 daily, 5 more than once a 
day.   
 
2.  Please estimate how often in a semester you observe the program director in the clinical setting. 
 
1       2            3               4          5      
 
 
3.  Please estimate how often in a semester you or other preceptors observe preceptors and the program 
director together in the classroom setting. 
 
1           2        3         4          5 
 
 
4.  Please estimate how often in a semester you or other preceptors observe preceptors and the program 
director together helping to educate an athletic training student. 
 
1     2      3       4       5 
 
 
5.  Please estimate how often in a semester you or other preceptors observe preceptors and the program 
director working together on educational projects. 
 
      1   2   3   4   5 
 
 
6.  How would you rate the amount or frequency of physical presence between the preceptors and the program 
director during the semester?   
                            
1  Poor  2  Fair   3  Average  4  Good       5 Excellent 
 
 
COOPERATION 
Cooperation is defined as a combination of resources and efforts to reach common educational goals. 
 
Use the following scale for the estimation questions: 1  never, 2  monthly, 3 weekly, 4  daily, and 5 for more 
than once a day.   
 
7.  Please estimate how often you or other preceptors utilized academic department resources (overhead 
displays, textbooks, classroom space, etc) with assistance from the Program Director to reach common 
educational goals for the students? 
 
1   2   3   4   5 
 
 
8.  Please estimate how often you or other preceptors utilized athletic department resources (taping supplies, 
therapeutic modalities, etc) with assistance from the Program Director to reach common educational goals 
for the students? 
 
   1    2     3    4       5  
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9.  Please estimate how often in the semester you or other preceptors made an effort to help the 
lecturers/instructors in the classroom setting. 
 
    1    2    3    4       5  
 
 
10.  Please estimate how often in the semester you, other preceptors, and classroom lecturers/instructors made 
an effort to help the preceptors in the clinical setting. 
 
    1   2   3   4   5 
 
 
11.  How would you rate the quality of cooperation between the preceptors and the classroom 
lecturers/instructors?   
 
    1  Poor  2  Fair  3  Average  4  Good   5  Excellent 
 
 
12.  How would you rate the quality of cooperation between the preceptors and the Athletic Training Program 
Director? 
 
1  Poor  2  Fair  3  Average  4  Good   5  Excellent 
 
 
COMMUNICATION 
Communication is defined as an open exchange of thoughts, ideas, and opinions about the educational process. 
 
Use the following scale for the estimation questions: 1  never, 2  monthly, 3  weekly, 4  daily, 5  more than once 
a day.  
 
13.  Please estimate how often in the semester you or other preceptors and the program director shared opinions 
about the education of athletic training students? 
 
1   2   3   4   5 
 
 
14.  Please estimate how often in the semester you or other preceptors and the program director exchanged 
thoughts and ideas about the education of athletic training students? 
 
1   2   3   4   5 
 
 
15.  How would you rate the quality of communication between the preceptors and the program director during 
the semester?  Please mark the appropriate answer. 
 
1 Poor  2 Fair   3 Good       4 Excellent            5 Not observed 
 
 
16.  To what extent do you believe the physical presence, cooperation, and communication between the 
preceptors and the program director affects the first-time passing percentage of the athletic training students 
on the BOC examination?  Please rate the following statement by indicating with the appropriate number. 
 
1  None  2 Small  3 Moderate  4 Medium     5 Large 
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17.  Do you believe the overall strength of the athletic training program is a reflection of the overall physical 
presence, cooperation, and communication between preceptors and the Program Director? 
 
1 None  2 Small  3 Moderate            4 Yes          5 Very Much 
 
 
Any Additional Comments: 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
79 
 
 
APPENDIX E. QUESTIONS FROM FACTOR ANALYSIS 
Q1: Communication is defined as an open exchange of thoughts, ideas, and opinions about 
the educational process.  Please estimate how often in a semester you or other preceptors 
and the program director shared opinions about the education of athletic training 
students 
Q2: Communication is defined as an open exchange of thoughts, ideas, and opinions about 
the educational process.  Please estimate how often in a semester you or other preceptors 
and the program director exchanged thoughts and ideas about the education of athletic 
training students 
Q3: Physical presence is defined as physically together in the same education setting.  Please 
estimate how often in a semester you or other preceptors observe preceptors and the 
program director together helping to educate an athletic training student 
Q4: How would you rate the quality of cooperation between the preceptors and the classroom 
lecturers/instructors? 
Q5: How would you rate the quality of communication between the preceptors and the 
program director during the semester? 
Q6: How would you rate the amount or frequency of physical presence between the 
preceptors and the program director during the semester? 
Q7: How would you rate the quality of cooperation between the preceptors and the athletic 
training program director? 
Q8: Cooperation is defined as a combination of resources and efforts to reach common 
educational goals.  Please estimate how often in a semester you or other preceptors 
utilized athletic department resources (taping supplies, therapeutic modalities, etc.) with 
assistance from the program director to reach common education goals for students 
Q9: Cooperation is defined as a combination of resources and efforts to reach common 
educational goals.  Please estimate how often in a semester you or other preceptors made 
an effort to help the lecturers/instructors in the classroom setting. 
Q10: Physical presence is defined as physically together in the same education setting. Please 
estimate how often in a semester you or other preceptors observe preceptors and the 
program director in the classroom setting 
Q11: Physical presence is defined as physically together in the same education setting. Please 
estimate how often in a semester you observe the program director in the clinical 
setting 
Q12: Physical presence is defined as physically together in the same education setting. Please 
estimate how often in a semester you or other preceptors observe preceptors and the 
program director working together on educational projects 
Q13: To what extent do you believe the physical presence, cooperation, and communication 
between the preceptors and the program director affects the first-time passing 
percentage of the athletic training students on the BOC examination? 
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Q14: Cooperation is defined as a combination of resources and efforts to reach common 
educational goals. Please estimate how often in a semester you or other preceptors, and 
classroom lecturers/instructors made an effort to help the preceptors in the clinical 
setting 
Q15: Cooperation is defined as a combination of resources and efforts to reach common 
educational goals. Please estimate how often in a semester you or other preceptors 
utilized athletic department resources (taping supplies, therapeutic modalities, etc.) with 
assistance from the program director to reach common educational goals for students 
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APPENDIX F. ADDITIONAL STATISTICAL RESULTS 
 
KMO and Bartlett’s Test 
Kaiser-Meyer-Olkin measure of sampling adequacy. .614  
Bartlett’s test of sphericity   
     Approximate chi square  244.656   
     df 105   
     Sig. .000  
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Commonalities 
Item Initial Extraction 
Physical presence: You observed the program director in the clinical setting. 1.000 .521 
Physical presence: You or other preceptors observe preceptors and the program 
director in the classroom setting. 
1.000 .760 
Physical presence: You or other preceptors observe preceptors and the program 
director together helping to educate an athletic training student. 
1.000 .772 
Physical presence: You or other preceptors observe preceptors and the program 
director working together on educational projects. 
1.000 .765 
Physical presence: How would you rate the amount or frequency of physical 
presence between the preceptors and the program director? 
1.000 .850 
Cooperation: You or other preceptors utilized academic department resources 
(overhead displays, textbooks, classroom space, etc.) with assistance from the 
Program Director to reach common educational goals for students. 
1.000 .829 
Cooperation: You or other preceptors utilized athletic department resources (taping 
supplies, therapeutic modalities, etc.) with assistance from the program director to 
reach common educational goals for students. 
1.000 .794 
Cooperation: You or other preceptors made an effort to help the 
lecturers/instructors in the classroom setting. 
1.000 .638 
Cooperation: You, other preceptors, and classroom lecturers/instructors made an 
effort to help the preceptors in the clinical setting. 
1.000 .892 
Cooperation: How would you rate the quality of cooperation between the 
preceptors and the classroom lecturers/instructors? 
1.000 .787 
Cooperation: How would you rate the quality of cooperation between the 
preceptors and the athletic training program director? 
1.000 .907 
Communication: You or other preceptors and the program director shared opinions 
about the education of athletic training students. 
1.000 .840 
Communication: You or other preceptors and the program director exchanged 
thoughts and ideas about the education of athletic training students. 
1.000 .896 
Communication: How would you rate the quality of communication between the 
preceptors and the program director during the semester? 
1.000 .722 
To what extent do you believe the physical presence, cooperation, and 
communication between the preceptors and the program director affects the first-
time passing percentage of the athletic training students on the BOC examination? 
1.000 .678 
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Total Variance Explained 
 
Initial Eigenvalues 
Extraction Sums of Squared 
Loadings 
Rotation Sums of Squared 
Loadings 
Component Total 
% of 
Variance 
Cumulative 
% Total 
% of 
Variance 
Cumulative 
% Total 
% of 
Variance 
Cumulative 
% 
1 5.614 37.429 37.429 5.614 37.429 37.429 2.809 18.728 18.728 
2 1.828 12.189 49.618 1.828 12.189 49.618 2.549 16.996 35.724 
3 1.732 11.546 61.163 1.732 11.546 61.163 2.454 16.359 52.083 
4 1.339 8.930 70.093 1.339 8.930 70.093 2.039 13.596 65.679 
5 1.139 7.595 77.688 1.139 7.595 77.688 1.801 12.008 77.688 
6 0.851 5.673 83.361  
7 0.606 4.041 87.401 
8 0.543 3.617 91.018 
9 0.365 2.432 93.451 
10 0.328 2.185 95.636 
11 0.239 1.593 97.229 
12 0.185 1.235 98.465 
13 0.148 0.990 99.455 
14 0.049 0.329 99.784 
15 0.032 0.216 100.000  
Extraction method: principal component analysis. 
 
Component Transformation Matrix 
Component 1 2 3 4 5 
1 .601 .517 .502 .287 .190 
2 –.219 .364 –.051 –.570 .701 
3 –.168 .143 –.514 .716 .418 
4 .098 –.739 .370 .122 .540 
5 –.743 .182 .586 .255 –.076 
 
Reliability Statistics 
Cronbach’s Alpha Cronbach’s Alpha Based on 
Standardized Items 
N of Items  
.861 .872 15  
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Item Total Statistics 
Item 
Scale Mean 
if Item 
Deleted 
Scale 
Variance if 
Item Deleted 
Corrected 
Item Total 
Correlation 
Squared 
Multiple 
Correlation 
Cronbach’s 
Alpha if 
Item 
Deleted 
Physical presence: You observed the 
program director in the clinical 
setting. 
38.36 74.386 .551 .584 .853 
Physical presence: You or other 
preceptors observe preceptors and 
the program director in the 
classroom setting. 
37.79 69.063 .502 .722 .854 
Physical presence: You or other 
preceptors observe preceptors and 
the program director together 
helping to educate an athletic 
training student. 
37.86 65.016 .729 .747 .839 
Physical presence: You or other 
preceptors observe preceptors and 
the program director working 
together on educational projects. 
37.93 74.587 .449 .683 .856 
How would you rate the amount or 
frequency of physical presence 
between the preceptors and the 
program director during the 
semester? 
37.18 69.856 .540 .692 .851 
Cooperation: You or other 
preceptors utilized academic 
department resources (overhead 
displays, textbooks, classroom 
space, etc.) with assistance from the 
Program Director to reach common 
educational goals for students. 
37.96 72.851 .529 .786 .852 
Cooperation: You or other 
preceptors utilized athletic 
department resources (taping 
supplies, therapeutic modalities, 
etc.) with assistance from the 
Program Director to reach common 
educational goals for students. 
36.96 68.628 .470 .689 .857 
Cooperation: You or other 
preceptors made an effort to help the 
lecturers/ instructors in the 
classroom setting. 
37.68 71.708 .462 .667 .855 
Cooperation: You, other preceptors, 
and classroom lecturers/instructors 
made an effort to help the preceptors 
in the clinical setting. 
37.32 73.411 .332 .738 .863 
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How would you rate the quality of 
cooperation between the preceptors 
and the classroom 
lecturers/instructors? 
36.18 71.411 .559 .891 .850 
How would you rate the quality of 
cooperation between the preceptors 
and the athletic training program 
director? 
36.07 70.958 .590 .924 .849 
Communication: You or other 
preceptors and the program director 
shared opinions about the education 
of athletic training students. 
37.39 71.358 .622 .899 .848 
Communication: You or other 
preceptors and the program director 
exchanged thoughts and ideas about 
the education of athletic training 
students. 
37.57 70.921 .696 .927 .845 
How would you rate the quality of 
communication between the 
preceptors and the program director 
during the semester? 
36.61 73.803 .519 .510 .853 
To what extent do you believe the 
physical presence, cooperation, and 
communication between the 
preceptors and the program director 
affects the first time passing 
percentage of the athletic training 
students on the BOC examination? 
36.64 75.794 .220 .422 .868 
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